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XTRAUTERINE surgical complications 
K of pregnancy are uncommonly encoun- 
tered. However, when such complications 
do occur they may be of serious signifi- 
cance. Abortion, the delivery of a previable fetus, 
premature labor, or, in unusual circumstances, the 
death of the mother may be the ultimate result. 

That surgical complications of pregnancy are not 
common is borne out by the fact that in the five- 
year period from Jan. 1, 1952, through Dec. 31, 1956, 
only 41 patients were operated upon at the District 
of Columbia General Hospital and the George Wash- 
ington University Hospital for extrauterine compli- 
cations of pregnancy. Appendectomy was done in 
24 cases, salpingo-oophorectomy or oophorectomy in 
12, and cholecystostomy, nephrectomy, pyelolithoto- 
my, lysis of adhesions, and cecostomy in one each. 
During that five-year interval there were 28,067 de- 
liveries at the District of Columbia Hospital and 17,- 
653 deliveries at the George Washington University 
Hospital, making a combined total of 45,720 deliver- 
ies. Thus this complication occurs in less than 0.1% 
of all delivered patients. The above figures do not 
include patients upon whom surgery was done for 
ruptured intracranial aneurysms, as neurological 
complications of pregnancy are considered to be 
outside the scope of this paper. 

There were two maternal deaths in this series. 
The first was due to acute pancreatitis occurring in 
the middle trimester. The second occurred in a 
patient in early pregnancy as a result of peritonitis 
from ulcerative colitis with perforation. These two 
deaths emphasize the potential gravity of surgical 
complications of pregnancy. 


Extrauterine surgical complications of 
pregnancy, though rare, are likely to be seri- 
ous. The most frequent such complication, in 
a series of 45,720 deliveries, was appendi- 
citis. The urgency of the condition and the 
difficulty of the differential diagnosis are 
such that it is better to err on the side of un- 
confirmed diagnosis than to procrastinate 
and err on the side of missed diagnosis. 
Twenty-four appendectomies were done in 
this series, and the diagnosis was found cor- 
rect in 22. Less frequent complications were 
torsion of an ovary or uterine tube, intestinal 
obstruction, acute cholecystitis, and the so- 
called round ligament syndrome. It is some- 
times difficult to make a differential diag- 
nosis between these conditions and others 
such as uterine anomalies, degeneration or 
torsion of a myoma, ectopic pregnancy, and 
premature separation of the placenta which 
may cause acute abdominal pain. Surgery 
was necessary in altogether 41 patients of 
this series. There were two maternal deaths, 
one from acute pancreatitis and the other 
from perforation in a patient with ulcerative 
colitis. Delay in operating is commonly ex- 
cused by the fear of inducing an abortion, 
but abortion is less likely to follow after sur- 
gery than after procrastination in the face 
of persistent abdominal symptoms. 


From the George Washington University School of Medicine. 
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Differential Diagnosis 


The most frequent surgical complication of preg- 
nancy is appendicitis. That diagnosis must always 
be kept in mind in any patient who has nausea and 
vomiting and has pain in the lower part of the ab- 
domen during any stage of pregnancy. Inflamma- 
tion of a Meckel diverticulum must also be kept in 
mind as a diagnosis in any patient whose symptoms 
are suggestive of appendicitis. 

Second only to acute appendicitis is the complica- 
tion of a twisted ovary or fallopian tube. Torsion of 
an ovarian cyst is much more common than torsion 


Fig. 1.—Perforation of uterus by means of a catheter in 
attempt to produce an illegal abortion. 


of the oviduct. From a differential diagnostic stand- 
point, however, the diagnosis between these two 
entities is usually not made until laparotomy. 

Volvulus of the intestine or intestinal obstruction 
must be ruled out as a possibility in any pregnant 
patient who is having nausea or vomiting and 
cramping abdominal pain and in whom there has 
been previous abdominal surgery. Incomplete in- 
testinal obstruction during pregnancy may be a 
particularly difficult diagnostic problem. 

Acute cholecystitis can occur during pregnancy, 
but it is extremely rare. A perforated viscus may 
also produce an acute abdomen, but other than for 
ruptured ectopic gestation it is quite uncommon 
during pregnancy. 

There are two other entities, neither of which has 
been accorded much space in the literature on 
obstetrics, which may simulate an acute abdomen 
in pregnancy. The first of these is the so-called 
round ligament syndrome which many pregnant 
patients may have from the 14th through the 22nd 
week of gestation. The pain is due to stretching of 
the round ligaments. It is usually more pronounced 
on the patient’s right side due to dextrorotation of 
the uterus. The diagnosis of round ligament pain 
can usually be verified by palpating the round liga- 
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ments and noting that direct palpation of the 
ligament causes the identical pain of which the 
patient complains. One should be extremely careful 
not to overlook the presence of appendicitis in a 
patient who has tenderness of the round ligaments, 
but the two conditions rarely coexist. Unnecessary 
appendectomies can be avoided, however, if round 
ligament pain is kept in mind on each occasion 
when one is confronted with a pregnant patient 
who has pain in the right lower quadrant in the 
absence of fever and leukocytosis. Usually patients 
with round ligament pain will not have nausea and 
vomiting, but the pain may be more severe than 
the pain of early appendicitis. 

The second benign condition which may cause a 
differential diagnostic problem is a gestation in an 
anomalous uterus. If the pregnancy is in one horn 
of a bicornuate or didelphys uterus, the patient may 
have rather acute abdominal pain in the mid- 
trimester due to the inequality of the uterine en- 
largement in the two halves of the uterus. Round 
ligament pain or pain from an anomalous uterus 


Fig. 2.—Acute surgical abdomen due to a twisted dermoid 
cyst at the patient’s 18th week of gestation, Note the 
presence of a tooth in the dermoid, thus making positive 
preoperative diagnosis relatively easy. 


should be considered in the differential diagnosis of 
the acute abdomen during the middle trimester of 
pregnancy. 

Another source of pain in the lower part of the 
abdomen which may be encountered during the 
second three months of gestation is degeneration or 
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torsion of a myoma. Such a diagnosis is usually easy 
to make because of the presence of a painful tumor 
or tumors in the uterus. As an entity it must be 
considered in the older pregnant patient who is 
having pain in the lower part of the abdomen. It 
may, of course, be the causative agent in the pro- 
duction of an acute abdomen. 

From a differential diagnostic standpoint one 
usually has to consider other uterine causes of pain 
which may simulate extrauterine pathological con- 
ditions. Perforation of the uterus in the first tri- 
mester by attempts at abortion may cause an acute 
abdomen (fig. 1). The possibility of an_ intra- 
abdominal foreign body must be considered in all 
patients with known or presumed illegal abortions. 
The acute abdominal findings in the patient whose 
perforated uterus is shown in figure 1 were the 
result of peritonitis and the presence of the foreign 
body in the abdomen. After a hysterectomy per- 
formed at the District of Columbia General Hos- 
pital, the patient recovered. 

Premature separation of the placenta with con- 
cealed hemorrhage or rupture of the uterus, partic- 
ularly if the latter occurs during the early part of 
the last trimester, may simulate an acute surgical 
abdomen. Patients who have acute toxemia of 
pregnancy may have severe generalized abdominal 
pain due to distention of the capsule of the liver. 
The presence of toxemia usually allows one to make 
the diagnosis of liver pain rather than a diagnosis 
of a surgical complication. Rupture of the liver, 
however, may occur in severe toxemia and should 
not be overlooked. 

Ectopic pregnancy is a condition which is not 
strictly within the confines of this paper. However, 
extrauterine gestation is the entity which must be 
kept foremost in one’s thoughts in the differential 
diagnosis of an acute abdomen in any patient be- 
tween 15 and 50 years of age who has an amenor- 
rhea of more than six weeks’ duration, if her previ- 
ous menstrual periods had been normal. In addition, 
ruptured ectopic pregnancy must be considered in 
any menstruating patient with irregular bleeding 
who has anemia out of proportion to known external 
blood loss. If those two facts are kept in mind, the 
diagnosis of a ruptured ectopic pregnancy should 
rarely be missed. 

Treatment 


The management of appendicitis during preg- 
nancy requires clinical awareness that the condition 
may exist. Any pregnant patient with nausea and 
vomiting, persistent pain in the lower part of the 
abdomen which may have localized to the right 
lower quadrant of the abdomen, and signs of peri- 
toneal irritation must be adjudged to have appendi- 
citis. Unfortunately, procrastination in treatment is 
almost synonymous with the diagnosis of appen- 
dicitis in pregnancy. Early positive diagnosis and 
prompt appendectomy are the keys to successful 
management of this problem. 
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Approximately 90% of the 24 patients in this series 
who had appendectomies during pregnancy had 
acute appendicitis. A 10% error in the diagnosis of 
appendicitis in pregnancy is a permissible margin 
of error. It is much better to err on the side of an 
unconfirmed diagnosis of acute appendicitis than to 
err on the side of a missed diagnosis. Appendiceal 
abscesses which result from failure of recognition 
of acute appendicitis may seriously complicate preg- 
nancy and may cause abortion or premature labor 
as a result of the septic process. The involution of 
the uterus which occurs after abortion or premature 
labor further complicates the appendiceal abscess 
by breaking down the defensive barriers which the 
body has set up to wall off the abscess. Appen- 


Fig. 3.—Preoperative film showing an ureteral calculus 
and a fetus of a patient in the 36th week of gestation with 
acute abdominal pain. The acute symptoms of which the 
patient complained were originally thought to be due to the 
calculus. 


dectomy, promptly and properly done with the 
patient under adequate anesthesia, should rarely 
result in postoperative abortion. Postoperative hor- 
monal therapy is not essential in properly man- 
aged patients. It is well to remember that a 
patient may still die from a ruptured appendix or 
its complications. 

The diagnosis of appendicitis from the laboratory 
standpoint is usually not so easy in the pregnant 
as in the nonpregnant state because of the normally 
higher leukocyte count in the pregnant patient. 
Reliance upon laboratory findings rather than upon 
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clinical judgment when considering ‘the possibility 
of appendicitis in pregnancy may lead to an errone- 
ous impression and delay in treatment. 

The diagnosis of a twisted ovarian cyst during 
pregnancy may be more difficult than that of the 
diagnosis of appendicitis. The symptoms of the 
former are usually not quite so definite as are those 
of appendicitis. However, torsion of an adnexal 
structure must be considered in any patient who is 


Fig. 4.—Torsion of fallopian tube, shown just after cesar- 
ean section, found at exploratory laparotomy in same patient 
whose preoperative film appears in figure 3. The torsion was 
found to be the cause of the acute abdomen. 


pregnant and who has persistent severe pain in the 
lower part of the abdomen. The pain associated 
with torsion of an ovary is usually more severe than 
that of appendicitis; vomiting is not as common; 
and ordinarily an adnexal mass is palpable. If it 
has been established previously that the patient had 
an adnexal tumor, the diagnosis is made easier. 

The diagnosis of a twisted ovary is almost infalli- 
ble if the presence of a dermoid cyst had been 
established by means of an x-ray during or prior to 
the gestation. Due to the high “torsion potential” of 
a dermoid cyst, such a tumor should be removed 
after the patient’s 16th week of gestation if it is 
asymptomatic and before then if it is causing any 
symptoms, such as pain. 

A flat film of the abdomen should be taken in any 
patient in whom a twisted adnexal tumor is sus- 
pected. The presence of a calcified structure such as 
a tooth makes the preoperative diagnosis, namely, 
that of a twisted dermoid cyst, much more certain 
(fig. 2). Immediate extirpation is imperative when 
the diagnosis of a twisted dermoid has been made. 

If the patient has a twisted ovary or tube, it is 
important that the infundibulopelvic ligament be 
clamped before an attempt is made to untwist the 
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infarcted tumor. Failure to observe this precaution 
may cause the death of the patient by means of a 
pulmonary embolism. The embolus has its origin 
from a thrombus in the ovarian vein and may be 
released when the infarcted cyst and its pedicle 
are untwisted. 

All other persistent adnexal tumors should be re- 
moved after the patient’s 16th week of gestation, 
because there is a significant number of patients 
who will have either serous cystadenomas or pseu- 
domucinous cystadenomas of the ovary or ovaries 
accompanying an otherwise normal pregnancy. By 
waiting until the patient’s 16th week of pregnancy 
to do the surgery two purposes are served: 1. If 
the tumor originally palpated is a large corpus 
luteum cyst, it will usually be absorbed by the 16th 
week. 2. The probability of postoperative abortion 
is greatly diminished after the 16th week of gesta- 
tion. Postoperative hormonal therapy is not es- 
sential. 


Fig. 5.—Postpartum film of patient whose preoperative 
and operative films appear in figures 3 and 4, showing the 
asymptomatic calculus still in the urinary tract. 


Volvulus of the intestine or an intestinal obstruc- 
tion must be given thoughtful cognizance in any 
patient who has persistent vomiting in pregnancy 
accompanied by cramping abdominal pain. Most 
pregnant patients who have vomiting and intestinal 
cramps of short duration will have gastroenteritis, 
but the severity of the complication of intestinal 
obstruction should make the physician constantly 
include that entity in the differential diagnosis in 
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all patients in this category. If that is done, the 
diagnosis of intestinal obstruction will not be over- 
looked. The compromise of the intestine and its 
blood supply by obstruction is a much more serious 
complication than is acute appendicitis or a twisted 
ovarian cyst. Flat films of the abdomen will usually 
aid in establishing the proper diagnosis. Prompt 
therapy, whether medical or surgical or both, will 
be dictated by the subsequent course of the patient, 
but early active treatment is lifesaving in either 
instance. 

The possibility of pyelonephritis or even more 
uncommonly the presence of a renal or ureteral 
calculus must be considered in any patient with 
persistent abdominal pain. The diagnosis usually 
is quite apparent due to the presence of pus in the 
urine, but if there is complete urinary blockage 
from the affected kidney, the urine may be clear 
even in the presence of pyelitis. The presence of pus 
in the urine, fever, and flank pain will usually estab- 
lish the diagnosis of pyelitis without too much 
difficulty, and thus exploratory abdominal surgery 
can be avoided. 

Pain due to a renal or an ureteral calculus may 
be difficult to diagnose, for many calculi are radio- 
lucent. Occasionally the previously established 
presence of a calculus may lead to a missed diag- 
nosis of some other entity. That problem was en- 
countered recently at the District of Columbia 
General Hospital in a 48-year-old patient who was 
known to have an ureterai calculus which antedated 
her gestation. She was admitted to the hospital in 
the 36th week of pregnancy with abdominal pain 
(fig. 3). The proper diagnosis of a twisted fallopian 
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tube as the cause of her pain was obscured by the 
more obvious diagnosis of ureteral colic (fig. 4 
and 5). 
Summary and Conclusions 

The surgical complications of pregnancy are ex- 
tremely uncommon. In almost all instances im- 
proper or delayed diagnosis will be followed by 
serious consequences for the fetus, for the mother, 
or for both. Excellent clinical judgment combined 
with proper laboratory tests are usually needed if 
the correct diagnosis of the acute abdomen in preg- 
nancy is to be made and prompt definitive treatment 
initiated. The presence of pregnancy always makes 
the diagnosis of an acute abdomen more tenuous 
and the physician more wary of making what might 
otherwise be a confident correct diagnosis. 

Extrauterine surgical complications of pregnancy 
are uncommonly encountered. The accurate diag- 
nosis of such complications is usually made more 
difficult by the presence of pregnancy. Procrasti- 
nation in the initiation of proper treatment is com- 
monly encountered in the management of the preg- 
nant patient who has an acute surgical abdomen. 
The failure to initiate prompt therapy is usually due 
to well-meant apprehension that the treatment may 
bring about abortion. Pregnancy termination, how- 
ever, is generally increased in direct proportion to 
the length of time which is allowed to elapse from 
the onset of symptoms to the initiation of definitive 
treatment. The two maternal deaths in our series of 
41 patients emphasize the potentially serious signifi- 
cance of all surgical complications in the pregnant 
patient. 

901 23rd St. N. W. (Dr. Barter). 


Literature and Medicine.—This Atomic Age of ours has witnessed the downfall of many tradi- 
tions. Only a few weeks ago I stood once again entranced by the palaces in fabulous Venice 
and their reflections, wan and faded, on the dead green waters of the canals. Within their walls 
the tragedy immortalized long ago by Alfred de Musset is still unfolding: suits of armor are 
rusting away piece by piece; tapestries are fading away blossom by blossom, while the cres- 
sets stand empty of candles, and, for lack of powder, the wigs of the lackeys hang limp. There 
they stand, these ancient palaces, as though waiting to be closed forever or at best converted 
into prosaic flights of offices. In a like manner modern medical culture has been denying its 
proud classical heritage and contracting its once vast encylopedic and humanistic domains, to 
become but an aggregate of ever more and more specialized techniques. Since, as time goes on, 
the physician exercises less and less his imagination and literary ability, scientific expression is 
slowly being stifled. As Sir James Barrie, the magnificent creator of Peter Pan, once said, “The 
man of science appears to be the only person who has something to say just now and the only 
man who does not know how to say it.” And vet, paradoxically enough, the physician, more 
so than other professionals, has truly artistic strains hidden within his being, though he sel- 
dom allows them to burst from their shell for the edification of his fellow men. The physician 

. . experiences, like few others can, the desire to relate what he knows or thinks, what he sees 
or dreams. The proof is that no other profession as medicine has provided so many famous 
writers. In the course ot the world’s history, physicians have outshone all other professionals in 
the writing of romance and philosophy.—Félix Marti-Ibanez, M.D., Minerva and Aesculapius: 
The Physician as Writer, International Record of Medicine and General Practice Clinics, No- 


vember, 1956. 
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SURGICAL CONVALESCENCE—WHEN DOES IT END? 
N. Henry Moss, M.D., Cletus W. Schwegman, M.D. 


and 
F. Curtis Dohan, M.D., Philadelphia 


Among those questions usually asked by patients 
anticipating an operation are “How long will I be 
in the hospital?” and “How long before I return to 
work?” Experience and statistics have demonstrated 
that a marked reduction in postoperative hospital 
stay has occurred in the past 10 years.’ It is our 
impression that it has not been associated with an 
equivalent decrease in the total convalescent time. 
A study of the literature on surgery reveals that no 
adequate criteria for the optimum duration of post- 
operative convalescence have been established.’ 
Management of patients in the latter phases of 
surgical convalescence has been based upon im- 
pression and vague concepts rather than objectively 
supported evidence. 

In order to better ascertain current practice in the 
determination of the length of postoperative con- 
valescence the study presented in this paper was 
undertaken. 


Methods and Response 


A questionnaire was prepared and sent to sur- 
geons, industrial physicians, and general practition- 
ers throughout the United States. The questionnaire 
requested the current opinion of these practicing 
physicians regarding the proper time for an indi- 
vidual to return to work after certain selected 
operations of limited magnitude. The questionnaire 
form for certain general surgical procedures is 
shown in figure 1. In each of these cases the follow- 
ing assumptions were made: 1. The individual was 
essentially healthy except for the disability that re- 
quired the operation. 2. The patient’s weight was 
within normal range. 3. There were no complica- 
tions. 4. Adequate follow-up medical care was avail- 
able in the area in which the patient lived. 5. The 
patient returned to the job which he had held 
without difficulty for at least one year prior to the 
operation. 

A response to the questionnaire was obtained 
from 229 physicians. This included 70% of the pro- 
fessors of surgery, 80% of the board certified general 
surgeons, 52% of industrial physicians, and 41% of 
geneTal practitioners to whom questionnaires were 
sent. The replies are reported as percentage of the 
group samples for each of the respective physician 
groups. It was apparent in the replies that most 
physicians tend to think in terms of weeks or months 
rather than days in determining the time for a 
patient to return to work. 


From the Harrison Department of Surgical Research, the School of 
Medicine, University of Pennsylvania, and the departments of surgery 
and medicine, Hospital of the University of Pennsylvania. 


There is wide diversity of opinion among 
physicians concerning the duration of post- 
surgical convalescence in uncomplicated 
cases. The extent of the variation was indi- 
cated by the replies of 229 physicians to a 
questionnaire. Their current practice was 
indicated in regard to the duration of the 
convalescent period of otherwise healthy 
postsurgical patients. Thus, for the same hy- 
pothetical case, the recommended interval 
for return to “light work’ after appendec- 
tomy varied from 5 to 30 days (average 14 
days) and for heavy work from 7 to 60 days 
(average 28 days). After inguinal hernior- 
rhaphy the recommended time to return to 
light work ranged from 7 to 84 days (aver- 
age 24 days) and for heavy work ranged 
from 20 to 180 days (average 54 days). A 
wide range of opinion was also expressed 
for hemorrhoidectomy and cholecystectomy. 
These wide disparities of opinion were mani- 
fested in each of the four groups of physi- 
cians. Surgeons tended to recommend earlier 
return to work than industrial physicians and 
general practitioners, but each group showed 
a wide range of opinion. This wide diversity 
indicates a lack of adequate criteria for de- 
termining the duration of convalescence. Re- 
cent experience of the Air Force and others 
indicates that it is safe to return the indi- 
vidual to full activity after a considerably 
shorter period of postsurgical convalescence 
than is the current practice of the majority 
of physicians as judged by insurance sta- 
tistics and this opinion survey. 


General Considerations and Types of Operation 


Sex and Age of Patient.—The factors of sex and 
age played only a minor role in determining the 
total duration of surgical convalescence. In the 
opinion of 95% of the physicians no distinction in 
the length of the convalescent period was made 
between males and females. Evaluation of the age 
factor in patients with herniorrhaphy revealed that 
in the opinion of the majority of the physicians the 
age of the patient made no difference in determining 
the length of the convalescent period. Of those who 
made such a distinction, the mean time difference 
for herniorrhaphy was 12.6 days. Insurance statistics 
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Please frill im the number of days you believe necessary for convalescence 
from day of operation to return to work im the follouing cases; 


OF 
Lier 
Acute McBurney Mele 25 
Appendicitis Appendectony Female 25 
(er thout Mel 
perforetion) M. Rectes 25 
Feasle 25 
Mixed Hewor rho: dectony Mele 
Hemorrhoids Feasle 
Indirect Ingeinel Mele 25 
Herniorrhephy 
Mele $0 
Chrome Right Mele 42 
Qholecystitie | Cholecystectoay Subcostel 
bemele 42 


Light Work sitting, desh or assembly of small parts. 


** heavy Work - isfting 10 to gg lbs. at relatively short intervals or heavier 
object ome or more times per day; climOingt Pushing heavy odject, 
operating “heavy” foot pedals; jumping, running, etc.. 


Fig. 1.—Questionnaire sent to professors of surgery, board 
certified surgeons, industrial physicians, and general practi- 
tioners of medicine (American Academy of General Practice). 


do show a tendency toward prolongation of the 
convalescent period in middle age and beyond 
(fig. 2). 

Appendectomy.—The interval between appen- 
dectomy and return to light work varied between 
1 to 4 weeks and to heavy work from 1 to 10 weeks. 
Great variation existed in all four physician groups. 
It is noteworthy that most industrial physicians 
expressed the opinion that pa- 
tients who have undergone 
appendectomy should have a 
longer convalescence than that o7, 
signified by the physicians in 
the other groups. The average 
number of days lost from work 60 
after appendectomy was 14 
days for light work and 28 days 
for heavy work (fig. 3). 

Hemorrhoidectomy.—The 
convalescent period between 
hemorrhoidectomy and_ return 
to work averaged 13 days for 
light work and 22 days for 
heavy work. Wide variation of 
opinion existed in all physician 
groups (fig. 4). 

Inguinal Herniorrhaphy.— 
Great variation of opinion ex- 
isted in all physician groups in 
this study. The range for con- 
valescence for a 50-year-old 
man was | to 10 weeks for re- 
turn to light work and 2 weeks 
to 6 months for return to heavy 
work. The average time lost 
’ was 24 days for light work and 
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% of Group Sample 


30 - 

20 
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Fig. 3.—Time lost from work after appendectomy by means of a McBurney incision 
in 25-year-old patient. These data were compiled, according to the physician group, 
from answers to the questionnaire shown in figure 1 sent to physicians. Answers given 
in days (as requested) are adjusted to nearest full week (thus 16 days would be 
recorded as two full weeks) for charting purposes. 
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54 days for heavy work. Results for a 25-year-old 
man are shown in figure 5. The interval between in- 
guinal herniorrhaphy and the return to either light 
or heavy work was only slightly influenced by age. 

Cholecystectomy.—After cholecystectomy the av- 
erage number of days lost before return to light 
work was 22 days and before return to heavy work 
45 days. Figure 6 again shows the wide range of 
opinion, 

A summary of the data reveals certain character- 
istics common to each of the operative procedures 
included in this study. 1. A wide disparity of opinion 
as to the length of the convalescent period exists 
in all physician groups. 2. Return to heavy work in 
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Fig. 2.—Apparent effect of age on “period of disability” in 
male patients with hernia. The middle, heavier line denotes 
the mean; the other two lines, 95% confidence limits. 


APPENDECTOMY (McBurney) age 25d 


Return to light work 


PHYSICIAN 
GROUP REPLIES MEAN MODE RANGE 
Professors 48 125 14 5-28 
BOARD CERT. 72 132 14 3-28 
INDUSTRIAL 49 162 21 6-28 
GEN. PRACT 50 832 12 7-30 
PROFESSORS 46 232 21 2-60 
BOARD CERT 26 2-75 
INDUSTRIAL 48 293 32 14-A2 
GEN. PRACT. 50 31°1 31 14-60 


Weeks after operation 
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HEMORRHOIDECTOMY age 40 Physiological Factors.—Ex- 
perimental evidence shows 
maximum wound strength is 

gy, Return to ligh? work obtained in two to three weeks.* 
PHYSICIAN DAYS Clinical observation by numer- 
| = authorities would support 
these data in dealing with hu- 
B 49 163 18 2-48 man beings.* Therefore, it ap- 
5 Sommacr 3 MO 1 ee pears in an uncomplicated case 
Q in an otherwise healthy indi- 
S vidual that fear of disruption 
| — of the wound after the third 
‘Ss week is usually ill-founded. In 
fact, proponents of early ambu- 
50 PROFESSORS 47 182 14 9-30 lation have stressed the aspect 
pre | _ Of earlier and improved wound 
30 + GEN. PRACT 54 255 21 10-56 healing as an advance of that 

20 - | concept. 
10 - Francis Moore and his co- 
workers at the Peter Bent Brig- 
=x 9 10 111 #12 13 oveR ham Hospital, Boston, have 


Fig. 4.—Time lost from work after hemorrhoidectomy in 40-year-old patient. For 


explanation about data see figure 3. 


Weeks after operation 


made numerous studies of the 
metabolic response during the 
convalescent period after sur- 
gerv.. Figure 10 indicates in 


the opinion of physicians requires approximately 
twice as long a postoperative convalescent period 
as return to light work. 3. Surgeons tended to re- 
turn their patients to work somewhat earlier than 
did industrial physicians and general practitioners. 


Comment 


Comparison of the statistics from the Travelers 
Insurance Company with those of the questionnaire 
survey shows a close correlation. Compare figures 3 
and 7, 4 and 8, and 5 and 9. This would suggest 


diagrammatic fashion that after even a major 
surgical procedure, such as resection of the in- 
testine, the adrenal cortical function has returned 
to normal in approximately 8 to 10 days and that the 
nitrogen balance is normal by approximately 22 to 
26 days. Studies by Hardy and Ravdin ° and Hardy, 
Richardson, and Dohan’* have shown the same 
pattern of response. It appears that there are no 
measurable metabolic abnormalities which can ex- 
plain the long period of convalescence thought 
necessary by many surgeons and physicians. 


that the opinion of the respon- 
sible physician is one of the 
major factors in determining 
the time of return to full activ- 
ity after surgery. It must be 
pointed out, however, that 
whereas the correlation is close 
it is not exactly the same, for 
the insurance data _ include 
some older age groups other 
than those included in the ques- 
tionnaire and also there is no 
distinction in the insurance data 
between return to light work 
and to heavy work. In addi- 
tion, sociological and economic 
factors play a small role that is 
difficult to evaluate objectively. 
However, the fact remains 
that there is as wide a range of 
opinion in the duration of con- 
valescence in the uncompli- 
cated hypothetical cases as that 
found in insurance data. 


INGUINAL HERNIORRHAPHY age 25 

% 

60 — Return to light work 
| PHYSICIAN / oe \ 
GRouP REPLIES MEAN MODE RANGE 
< @ proressorsS 47 1B 4 14 7-30 
0 BOARD CERT. 76 169 14 2-A2 
@ inousTRiAL 50 252 21 10-60 
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Weeks after operation 


Fig. 5.—Time lost from work after inguinal herniorrhaphy in 25-year-old male patient. 
For explanation about data see figure 3. 
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CHOLECYSTECTOMY (Subcostal) 


Return to light work 


REPLIES 
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age 42 days after hemorrhoidectomy. 
These figures should be con- 
trasted with the insurance ex- 
perience previously noted and 


the average hypothetical times 
as indicated in the survey of 
physician opinion. 

Evidence from other sources 


and personal communications 
indicate a similar pattern of 


sees 
| 


Weeks after operation 
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shorter total convalescence. 
One such study conducted in 
a military installation included 


466 a2 individuals with absence of 
A462 42 18112] complications from a hernior- 
rhaphy returned to full strenu- 
ous activity within 14 to 23 
days.'" The duties and activities 
included routine training exer- 
12 13 over 


cises and wrestling. A similar 


Fig. 6.—Time lost from work after cholecystectomy in 42-year-old patient. For ex- 


planation about data see figure 3. 


Experience with Shorter Convalescence.—Since 
there are no known metabolic abnormalities 
or evidences of wound weakness after approxi- 
mately the third postoperative week in the 
uncomplicated case, it would be extremely difficult 
to develop an objective measurement of suitability 
for return to preoperative activity. It appears that 


MEAN= 5 WEEKS 

MODE = 4 WEEKS 

RANGE=2 TO OVER 9 WEEKS 
SAMPLE=325 CASES 
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Fig. 7.—“Period of disability” after appendectomy in male 
patient. 


an empirical approach must therefore prevail. The 
experience of the armed forces * suggests that it is 
“safe” to return the individual to full activity at 
considerably earlier periods than has been the gen- 
eral practice in the past. Col. D. S. Wenger" 
has reported recently the return to duty of Air 
Force personnel in the 20-to-29-year age group in an 
average time of 16.4 days after inguinal hernior- 
rhaphy, 12.1 days after appendectomy, and 12.8 


report is available concerning 
the civilian population. The av- 
erage return after appendecto- 
my, herniorrhaphy, and chole- 
cystectomy is about one-half the average time 
quoted in figures 3, 5, and 6. 


Summary and Conclusions 


Data trom military sources indicate that a con- 
siderably shortened mean convalescent period is 
now current practice following specific common 
surgical procedures. This reduction in the average 
length of surgical convalescence apparently is not 
associated with adverse effects or increased inci- 
dence of complications. 

No adequate criteria for determination of the 
optimum postoperative convalescent period have 
been established. To help study the problem a 
questionnaire survey was made of surgeons, in- 
dustrial physicians, and general practitioners 
throughout the United States. The questionnaire 
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Fig. 8.—“Period of disability” after hemorrhoidectomy in 
inale patient. 
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MEAN: 7 WEEKS requested their opinion regarding the optimum 
MODE = 6 WEEKS time for return to work after specific uncomplicated 
RANGE =! TO OVER IOWEEKS operations on otherwise healthy individuals. Re- 
SAMPLE = 424 CASES sults of the study showed wide variation in opinion 
eava couaresy oF among all physician groups for each of the surgical 
HVRANCE COMPAITV 


- 


PERCENT OF SAMPLE 


0! 
WEEKS 2 4 6 8 1lo+ 


Fig. 9.—“Period of disability” after herniorrhaphy in male 
patient. 


Fig. 10.—Bodily changes in surgical convalescence. Normal 
response of a normal person to a scale 6-7 trauma (opera- 
tive). N stands for nitrogen balance in grams. The intake is 
charted upward from the zero line. The output is charted 
downward from the top of the intake line. The uppermost 
line therefore represents the intake, and the distance from 
there downward to the secondary line represents output by 
all routes combined. The relation of the secondary line to 
the zero line represents the balance. If the balance is posi- 
tive, it is marked as a shaded area above zero; if negative, 
as a white area, enclosed in a black line, below zero. Eos. 
stands for peripheral eosinophil white blood cell count and 
Cal. for caloric intake. The height of the white column 
represents the caloric content of oral diet. The shaded area 
represents calories of intravenous infusion. The vertical 
broken lines indicate the transition periods between the four 
phases of convalescence described by Dr. F. D. Moore.° 
(Reproduced with permission from Dr. Moore and J. B. 
Lippincott Company. ) 


procedures studied. The close correlation of the 
findings of the survey to insurance statistics reflect- 
ing current practice strongly suggests that physician 
opinion is the major factor for unnecessarily pro- 
longed surgical convalescence. 

There is evidence to indicate that the average 
length of uncomplicated surgical convalescence can 
be considerably reduced. The extent of this re- 
duction in postoperative convalescence time can 
be established on the basis of carefully collected 
studies of large series of surgical procedures and 
their end-results. 


36th and Spruce streets (Dr. Moss). 


We are indebted to the Travelers Insurance Company, 
Hartford, Conn., for their cooperation in providing statistical 
data for this report. 
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Surgical Treatment of Peptic Ulcer.—There is a place for gastroenterostomy in certain types 
of large, penetrating, obstructing duodenal ulcers, particularly in patients with low or aver- 
age gastric acids or in elderly patients with burned-out sclerotic ulcers and low acids. How- 
ever, the long-term results of such a procedure, even when vagotomy has been added, have 
not compared favorably with those of partial gastrectomy. In such cases, that is, gastroenteros- 
tomy and vagotomy, the incidence of recurrent ulcer was four times that occurring after 
partial gastrectomy. Moreover, the functional results which followed the procedure of gas- 
troenterostomy and vagotomy presented many unpleasant postoperative sequelae, which were 
not present to any such extent following gastric resection, and the incidence of dumping 
disturbances or of disturbances of the nutritional state was about the same in the two groups, 
regardless of sex.—W. Walters, M.D., Evaluation of Peptic Ulcer Therapy Based on a Five- to 
Ten-Year Follow-up Study, A. M. A. Archives of Surgery, April, 1957. 
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ETHNOLOGIC ASPECTS OF THE ABO BLOOD GROUPS 


DISEASE 


ASSOCIATIONS 


Joseph A. Buckwalter, M.D., James H. Turner, Leo Raterman, Robert T. Tidrick, M.D. 


and 


Lloyd A. Knowler, Ph.D., Iowa City 


It has been established that statistically significant 
associations exist between the ABO blood groups and 
gastric cancer, peptic ulcer, and pernicious anemia. 
Less convincing evidence has been brought forward 
of associations in diabetes mellitus,’ rheumatic fever,” 
and fracture of the hip.” The most important question 
posed by these findings is that of causality. Do the 
findings indicate a chance association such as would 
be found between the falling death rate from tuber- 
culosis and the rising one from automobile accidents, 
or do they indicate a cause-and-effect relationship? 

The strongest evidence against causality has been 
presented by Clarke and others.* Sibships of duodenal 
ulcer patients were studied. Unaffected siblings were 
found to have a blood-type-O frequency similar to that 
noted for their affected brothers and sisters. If there is 
a causal factor responsible for the observed higher 
incidence of duodenal ulcer in persons with blood type 
O, a lower frequency of this blood type in unaffected 
siblings might be expected. 

The evidence in favor of causality comes from sev- 
eral sources. Data are accumulating from widely sep- 
arated geographical areas, confirming the foremention- 
ed associations.’ Differences in ethnologic origins of the 
population groups from which these data have been 
obtained argue against explanations based upon popu- 
lation stratification and other noncausal factors. Evi- 
dence for associations between an increasing number 
of diseases and the blood groups provides additional 
support for causality. The finding of a similar associa- 
tion for gastric carcinoma and pernicious anemia, 
characterized by an increased incidence in persons 
with blood type A for both disorders, in view of the 
well-documented relationship of these disorders, sug- 
gests a common causal or predisposing factor.” The 
studies concerned with the secretion of blood group 
substances lend additional support for a causal rela- 
tionship." 

To find the answer to this question will require not 
only continuation and expansion of the investigations 
mentioned above but other researches designed to test 
the various hypotheses which have been suggested. 
Most of the data thus tar reported have been obtained 
by retrospective methods. Researches based on pro- 
spective instead of retrospective methods are in prog- 
ress, but, since large numbers of cases are required 
before the findings become conclusive, considerable 
time will be needed before they can be expected to 
vield meaningful results. 


From the of Colle ge of Medicine, 
the Department of Mathematics and Astronomy, State Univer- 
sity of Iowa, and the Homer Phillips Hospital, St. Louis. 


Statistically significant associations exist be- 
tween the ABO blood groups and gastric can- 
cer, peptic ulcer, and pernicious anemia. A 
study of the blood-type frequencies of Negro 
patients with gastric carcinoma and peptic ulcer 
showed an apparently higher incidence of gas- 
tric cancer in those with blood type A, and of 
peptic ulcer in those with blood type O. Only 
continuation and expansion of similar investiga- 
tions, as well as other research, can adequately 
test the various hypotheses suggested by these 
blood group-disease associations. 


A study of the blood-type frequencies of Negro 
patients with gastric carcinoma and peptic ulcer was 
undertaken. It was anticipated that such a study would 
prove helpful in testing the postulate of causality. 
Findings indicating no association between the ABO 
blood groups and peptic ulcer and gastric carcinoma 
in a population group with blood-type frequencies 
quite different from those of Caucasian population 
groups would argue against causality. Findings indi- 
cating associations would support the postulate of 
causality, 

Materials and Methods 


Data were obtained by review of the case records 
of patients seen at the University of lowa and Homer 
Phillips hospitals from 1941 to and including 1956. In 
order to insure uniformity of the methods employed, 
all the records were reviewed and the data selected 
and collected by the authors. Aside from race, di- 
agnosis and blood type were the only two factors 
determining the selection of cases. Only cases with his- 
tological diagnoses were included in the gastric car- 
cinoma group. In more than 75% of the cases, the 
diagnosis of peptic ulcer was established at the time 
of surgery. The remaining patients had convincing 
clinical histories and radiologic evidence of peptic 
ulcer. These rigid diagnostic criteria, essential to the 

validity of this study, necessarily meant exclusion of 
many cases of undoubted but unoperated upon gastric 
carcinoma and the majority of the patients indicated 
in the diagnostic files of the record rooms as having 
peptic ulcer. Two hundred sixty-three cases were se- 
lected for study. 

Consecutive blood donors at the Homer Phillips 
Hospital were used as controls, Disease-free relatives 
and friends of the patients having the same ethnic and 
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cultural background would seem to provide a repre- 
sentative sample of the normal population from which 
the patients came. No professional donors were in- 
cluded. 

The blood-type frequencies observed in the patient 
and control groups were compared. Differences in the 
blood-type frequencies of the two groups were exam- 
ined for statistical significance by the chi-square and 
difference in percentages methods. Of the 11 possible 
combinations of the data, comparisons involving the 
four types (O, A, B, AB) and those involving just two 
types (O, A) proved to be the most informative. Only 
the results of the analyses of these two comparisons 
will be reported. The differences observed between the 
blood-type frequencies in patients with peptic ulcer 
and gastric carcinoma were examined for statistical sig- 
nificance in the same way. Considerations relating to 
collection and analysis of the data have been previous- 
ly described in detail.’ 


Results 


In table 1 are recorded the numbers and percentages 
of the two patient and blood donor groups with each 
blood type. Observe the higher frequency of blood 
type A in patients with gastric carcinoma and the 
lower frequency of types O, B, and AB, as compared 


Taste I.—Numbers and Percentages of Negro Patients and 
Controls (Blood Donors) with Each Blood Type 


Blood Type No. % 
40 44.4 
Gastric Carcinoma A 31 34.5 
B 17 18.9 
AB 2 2.2 
100.0 
( O 97 6.1 
| A 44 2.4 
17 | B 29 16.7 
AB 3 1.8 
f O 3,304 49.1 
A 1,780 26.5 
6,7 B 1,352 20.1 
\ AB 286 4.3 


with the controls. However, when the O, A and O, A, 
B, AB comparisons are made and the differences exam- 
ined for statistical significance, 0.10< p in each in- 
stance, indicating no statistical significance. In patients 
with peptic ulcer, note the higher frequency of blood 
type O and lower frequency of A, B, and AB. Again, 
when the O, A and O, A, B, AB differences are exam- 
ined for statistical significance, 0.10< p. Now compare 
the blood-type frequencies observed in the two patient 
groups. For the O, A differences, 0.05< p <0.10, indi- 
cating borderline statistical significance; analysis of 
the O, A, B, AB comparisons gives 0.10< p. 

In table 2 are recorded the blood-type percentages 
and differences in percentages from the controls for 
Negro and Caucasian patients with gastric cancer and 
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peptic ulcer (Caucasian controls [blood donors] 45.8% 
type O; 41.6%, A; 9.0%, B, and 3.6%, AB). The most 
important point to note is the difference in percentage 
from the controls of the same magnitude of blood type 
A in Negro and white patients with gastric carcinoma 
and of blood type O for both groups with peptic ulcer. 


Comment 


The most important findings are the increased inci- 
dence of gastric carcinoma in persons with blood type 
A and increased incidence of peptic ulcer in persons 
with blood type O in the Negro race, increases of the 


TaBLe 2.—Percentage and Difference in Percentage for Each 
Type in Caucasian and Negro Controls (Blood 
Donors) and Patients 
Blood Patients, Difference in % 

Type % fr 


om Controls 
Gastrie carcinoma 


O 42.9 —3.6 

Caucasian A 45.8 +4.2 
B 9.2 +0,2 

AB 2.8 —0.8 

44.4 —4.7 

A 34.5 +8.0 
B 18.9 —1.2 

AB 22 —2.1 

Peptie ulcer 

8.5 +7.7 

A 36.9 —4.7 
B 7.3 —1.7 

AB 2.3 —1.3 

O 56.1 +7.0 

B 16.7 —3.4 

AB 1.8 —2.5 


same magnitude as those found for the Caucasian race. 
It is possible, perhaps reasonable to expect, but can 
not be categorically stated, that, if sufficient numbers 
of cases had been available, similar levels of statistical 
significance would have been observed for the differ- 
ences observed in Negroes and Caucasians (for Cau- 
casians—gastric carcinoma 0.01 < p< 0.02, peptic ulcer, 
p<0.001). To answer this question, more data must 
be obtained (probably more than 1,000 cases of each 
type of lesion), Since it is unlikely that one investi- 
gator will have access to such a volume of data, it will 
be desirable to be able to combine smaller series for 
purpose of analysis. This will be practical only if each 
investigator adheres to the simple but vital require- 
ment concerning unequivocal diagnoses and accurate 
blood type. 

It is of interest to examine the data in another way, 
as suggested by Morton,” employing the method de- 
scribed by Woolf.” For example, the relative incidence 
of gastric carcinoma in Negro patients with blood 
type A as compared with the incidence in patients of 
other blood types is determined as follows: from table 
l—patients, 31 with A and 59 with O, B, and AB, as 
compared with Negro controls, 1,780 with A and 4,942 
with O, B, and AB. Relative incidence: (31 > 4,942) 
~+(59 x 1,780) =1.46. 
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It is convenient to set up the data on gastric car- 
cinoma in tabular form thus: 


Relative 
Patients Controls Incidence 
A O+B+AB A 0O+4+B+AB Group A x? 
ee 31 59 1,780 4,942 1.458 2.886 
Caucasian......... 416 49? 2625 3,688 1.187 4.909 
Chi-square Analysis 
Degrees of Freedom X? Dp 
Association ....... 1 6.688 <0.01 
Heterogeneity 
between races .. 1 1,107 not significant 


The data on peptic ulcer can be set up in tabular 
form thus: 


Relative 
Patients Controls Incidence 
in 
oO A+B+AB O <A+B+AB Group O x2 
dees 97 7h 8,304 3,418 1.320 3.276 
Caucasian ......... 983 St 2 802 3,421 1.358 20.475 
Chi-square Analysis 
Degrees of Freedom X2 
Association ....... 1 23.418 <0.001 
Heterogeneity 
between races 1 0.333 not significant 


Note, as with the previous method of analysis, the 
chi-square value indicates no significance for the 
Negro carcinoma or ulcer data. However, if the Negro 
and Caucasian data are pooled, which seems justified 
since no evidence of heterogeneity between the races 
was found, both associations appear significant. 

It is to be remembered that 90% of American Ne- 
groes are part white, Indian. etc. However, a similar 
absence of pure ethnic character obtains for Cau- 
casian population groups who have provided the data 
for previous studies in this field. Boyd '" found the 
following blood-type frequencies in New York Ameri- 
can Negroes: type O, 48.1%; A, 26.4%; B, 22.8%; AB. 
2.7%. The agreement with the blood-type frequencies 
observed in the St. Louis Negro blood donor group is 
as close as that found in the Caucasian population in 
different areas of the United States. It is apparent that 
pure ethnic populations would provide the most signifi- 
cant data. Unfortunately, although such populations do 
exist, their primitive way of life, which would make 
it difficult to obtain sufficient numbers of accurately 
diagnosed cases, has seemingly presented an insur- 
mountable obstacle to interested investigators to date. 
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The small number of cases in this study (151 duo- 
denal ulcer, 14 gastric ulcer, and 8 duodenal and gas- 
tric ulcers) precluded meaningful examination of the 
possible differences related to the location of the ulcer. 
In our previous investigations, no significant differ- 
ences related to the kind of ulcer were found.” 


Summary 


A study of 263 Negro patients showed an apparent- 
ly higher incidence of gastric cancer in those with 
blood type A and of peptic ulcer in those with blood 
type O. Although these data are statistically equivocal, 
they provide support for the causal nature of the pre- 
viously described association of the ABO blood groups 
to gastric cancer and peptic ulcer. 


Department of Surgery, University Hospitals (Dr. Buck- 
walter ). 


This study was aided by grants from the American Cancer 
Society and the U. S. Public Health Service. 
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Rheumatic Fever.—In the absence of a specific cure for rheumatic fever, there are many thera- 
peutic measures which reduce the severity of the acute attack and improve the patient's chances 
for recovery and longevity. Prompt eradication of Group A streptococci and continuous pro- 
phylaxis against subsequent infection with this organism is perhaps the most important single 
measure. Also helpful, however, is adequate suppression of the inflammatory process with 
either salicylates, the adrenal cortical hormones, or both. The least such therapy does is to 
improve the patient's general condition and reduce the toxic manifestations of the disease that 
can be harmful and dangerous to the patient with severe carditis. The evidence for a modifying 
effect of the antirheumatic agents upon ultimate cardiac damage is equivocal but suggestive. 
The proper control of side-effects of treatment, careful treatment of heart failure with digi- 
talis and diuretics, and the management of the patient's activity are all important supportive 
measures. Under such management the prognosis for the patient with acute rheumatic fever 
has been improving steadily.—G. H. Stollerman, M.D., Rheumatic Fever, A. M. A. Archives of 


Internal Medicine, August, 1956. 
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ORALLY ADMINISTERED PHYTONADIONE IN BISHYDROXY- 
COUMARIN-INDUCED HYPOPROTHROMBINEMIA 


Milton Shoshkes, M.D., Bernard Robins, M.D. 


and 


Gabriel Yelin, M.D., Newark, N. J. 


At the present time, there are 10 individual drugs 
capable of inducing hypoprothrombinemia available 
for use in the treatment of thromboembolic diseases.’ 
These compounds are generally classified as either 
coumarin or indandione derivatives. Though they 
vary somewhat in speed and duration of effect, their 
pharmacological effect is identical, in that they all 
decrease the activity of the circulating prothrombin 
complex. Oil-soluble phytonadione (vitamin K,)_ is 
the most effective antidote to every known coumarin 
and indandione derivative.” This antidotal quality is 
in marked contrast to that of the synthetic water- 
soluble naphthoquinones whose abilitv to reverse the 
effect of these compounds was found disappointing 
and inconstant.” 

In the United States, phytonadione in emulsified 
form has been used, until recent vears, almost exclu- 
sively in parenteral injection as an antagonist to these 
anticoagulant drugs. It is used, particularly, when a 
dangerous increase of the prothrombin time exists, 
threatening or actually inducing bleeding phenomena, 
or when the anticoagulant effect must be ended quick- 
ly. Such a situation might exist if a surgical complica- 
tion appeared in the midst of anticoagulant therapy. 
In these situations, phytonadione usually has been 
administered by the intravenous route. Its innocu- 
ousness, despite many hundreds of tests, is manifested 
by only a single reported serious reaction.* This was 
a severe, but fortunately nonfatal, hemolytic reaction 
after a single 100-mg. dose of the emulsion. 

However, the intravenous route of administration 
of any medicament is always the least safe of the 
available routes. Shoshkes and Perelman ° investigated 
the feasibility of using the intramuscular route of in- 
jection of this emulsion in patients who had received 
bishydroxycoumarin (Dicumarol). They found that 
the intramuscular injections had unpredictable effects 
and that the average change in prothrombin time did 
not vary greatly from that in the controls. This con- 
trasted with the desired reduction in prothrombin 
time usually obtained within 8 to 24 hours after the 
intravenous injection of the same dosage in the same 
patients. 

The effectiveness of the oral route of administration 
of phytonadione has been under intermittent investiga- 
tion since Fuller and Barker ° reported a good recovery 
of the prothrombin time when they administered 
500 mg. of phytonadione by mouth to counter a 


From the departments of medicine and laboratories of the 
Beth Israel Hospital. 


Oil-soluble phytonadione (vitamin K,) is the 
most effective antidote to every known cou- 
marin and indandione derivative. While a dose 
of 10 mg. given orally is as effective as 100 
mg. by vein over an eight-hour observation 
period, the physician must not be lulled into 
feeling confident that normal clotting mechanism 
has been produced. Despite the observed po- 
tency of phytonadione, the irregularity of the 
response to the drug, either orally or intraven- 
ously administered, is puzzling. Determinations 
of prothrombin time must be repeated at fre- 
quent intervals, and phytonadione should be re- 
administered if a reversal of prothrombin time 
is not obtained. When such circumstances do 
occur, whole blood transfusions are indicated. 


bishydroxycoumarin-induced — hypoprothrombinemia. 
Other early workers have used dosages ranging from 
250 to 1,000 mg.’ with good effect as well. However, 
after further experience with this potent vitamin, the 
recommended dosage has been reduced to a point 
where Wright * suggests the use of 10 to 50 mg. of 
the emulsion administered in food as an effective 
antidote to an inadvertent overdosage of any of the 
coumarin or indandione-type compounds. He_ has 
found that excessively increased prothrombin times 
will return to safe levels within three to six hours and 
that a dosage of more than 50 mg. of phytonadione is 
rarely advisable in that an overdosage might render 
the patient resistant to further treatment with the 
original anticoagulant drug. 

There is now available a tablet (Mephyton) con- 
taining 5 mg. of active phytonadione in a stable and 
easily dispensable form. Theoretically, this should 
make oral therapy the method of choice, if only for 
convenience. Cosgriff ® evaluated the effect of doses 
of 2.5 to 20 mg. dispensed via tablets in 75 patients 
with excessively increased prothrombin times pro- 
duced by drugs. He established a prothrombin time 
of 35 seconds or less as a limit for safe prothrombino- 
penic therapy; he obtained such safe levels in 85% of 
his patients within 12 hours and in 98%, within 24 
hours. 

However, it has been our own hospital experience, 
reported in a recent survey of the treatment of 888 
cases of acute myocardial infarction,'® that the hemor- 
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rhagic complications of bishydroxycoumarin therapy 
were not necessarily related to the prothrombin time 
levels. In all of the cases of hemorrhage complicating 
bishydroxycoumarin therapy, none of the prothrombin 
times in question were under the supposedly safe level 
of 10%. It has been our personal practice in treating 
such drug-induced bleeding manifestations, therefore, 
to fix a prothrombin time of 50% or more as the anti- 
hemorrhagic index. With these thoughts in mind, an 
investigation of the effectiveness of the tablets of 
phytonadione in  bishyroxycoumarin-induced hypo- 
prothrombinemia was begun. 


Investigation of Effectiveness of Phytonadione 


Method.—The study included 30 adults who all had 
been under anticoagulant therapy with use of bis- 
hydroxycoumarin. Twenty-eight had been hospitalized 


MG.VIT. K, 
o--~025 MG.VIT. K, 
550 MG.VIT. K, 


DEVIATION FROM CONTROL IN SEC. 
tn 


5 IO 15 25 
HOURS AFTER VITAMIN K, ADMINISTRATION 


Response of bishydroxycoumarin (Dicumarol )-induced hypo- 
prothrombinemia to orally administered phytonadione (vitamin 


). 


for the treatment of acute myocardial infarction and 
two for acute thrombophlebitis of an extremity. Blood 
prothrombin time determinations were obtained daily 
and maintained at levels of 10 to 40%. On the con- 
cluding day of therapy with bishydroxycoumarin, 
usually after weeks of stabilized prothrombin time 
levels, the phytonadione tablets were given orally in 
doses of 10, 25, and 50 mg., respectively, to three 
groups of 10 patients each. Determinations of their 
prothrombin times were made just prior to the ad- 
ministration of the phytonadione, then, 1, 2, 4, 8, and 
24 hours subsequent to this time. No bishydroxy- 
coumarin was administered during or after this pro- 
cedure, Oxalated blood was used throughout, and the 
prothrombin times were determined by the Link- 
Shapiro modification of the Quick test, using a stable 
solution of thromboplastin derived from fresh brain 
and lung tissue (Solu-Plastin ). 

Results.—The results of the experiment are shown in 
the figures. The control prothrombin times in seconds 
are used as the base-line values, and the mean devia- 
tions from these values at the observations made after 
1, 2, 4, 8, and 24 hours are plotted as negative deflec- 
tions from the control point. A statistical analysis of the 
results is recorded in table 1. In a statistical compari- 
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son between the mean values for each hour recorded, 
no significant difference between the effectiveness of 
the various doses was discernible. Though there is a 
trend to a lower fall in the prothrombin time at 24 
hours after a dose of 50 mg. of phytonadione has been 
given, the calculation of the standard error of the 
mean reveals a possibility of one out of three that this 
is a chance variation. Further analysis of these sub- 
jects showed that only 5 of the 10 patients in the 
group given doses of 10 mg., 9 out of the 10 given 
doses of 25 mg., and 5 of the 10 given doses of 50 mg. 
attained a level of over 50% in prothrombin time in 
24 hours. 

There was a marked similarity in response in all 
dosage ranges. The first detectable effect of phytona- 
dione is seen certainly within two hours after its ad- 
ministration, with increasing evidence of its potent 
antagonism toward the bishydroxycoumarin with each 
time interval observed. Up to the eight-hour level, 
there is no difference in either speed or effectiveness 
of response to any of the dosages of phytonadione used. 
The 24-hour observation, however, points to a definite 
trend of a more effective fall of the prothrombin time 
with the doses higher than 10 mg. Though the statisti- 
cally significant calculations do not conclusively rule 
out the possibilities of this being a chance observation, 
there is a larger return toward normal prothrombin 
time after the 25-or-50-mg. doses have been given. 


Comment 


A comparison of the effect of the orally administered 
doses with the effect of doses of 100 mg. of the emulsi- 
fied phytonadione administered intravenously > shows 
a surprising similarity in the rate and adequacy of the 
recovery of the prothrombin time. As small a dose as 
10 mg. in tablet form is as effective as the 100-mg. 


TaBLe 1.—Response of Bishydroxycoumarin (Dicumarol)-induced 
Hypoprothrombinemia to Orally Administered Phytonadione 


10 Me. 25 Mg Mw) Me. 


Time Mean Standard Mean Standard Mean Standard 


in Fall Deviation Fall Deviation Fall Deviation 
Hr. in See. of Mean in See. ot Mean in See. of Mean 
1 ?.6 2.4 1.5 1.8 
2 3.1 2.8 1.6 1.0 3.3 2.0 
4 4.2 2.6 2.2 9.5 4.6 2.4 
8 3.0 3.9 5.0 3.1 8.5 3.3 
24 7.4 4.7 12.9 54 160 5.1 


dose by vein over the eight-hour observations and is 
practically as potent after 24 hours. Yet, despite the 
obvious potency of phytonadione in reversing bishy- 
droxycoumarin-induced hypoprothrombinemia, the ir- 
regularity of the response to either orally or 
intravenously administered phytonadione is puzzling. 
There was no uniformity in either of these series 
studied. Up to 50% of the patients studied after either 
oral or intravenous dosage failed to reach a_pro- 
thrombin time of 50% or higher in 24 hours. These 
patients did not possess obviou; impairment of func- 
tion of the liver or kidneys, nor were they in severe 
and protracted congestive failure which could possi- 
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bly produce a refractory increase in prothrombin 
times. The answer to this problem must await the 
knowledge of the mechanism of action of the coumarin 
drugs upon the prothrombin complex and the function 
of phvtonadione in this reaction. This does emphasize 
the need for close observation of the patient who has 
been given phytonadione to counter an anticoagulant 
drug. 

After the physician has administered phytonadione, 
a false sense of security may lull him into feeling 
confident that a normal clotting mechanism has been 
produced when, actually, the prothrombin time may 
be little changed by a dosage that has usually been 
effective in his hands. Determinations of prothrombin 
time must be repeated at frequent intervals and 
phytonadione should be readministered if a reversal of 
prothrombin time is not obtained. If this reversal is 
not forthcoming, whole blood transfusions are indi- 
cated. The availability of heparin for reinstituting 
anticoagulant therapy should alleviate any concern of 
inducing a state of resistance to the original coumarin 
or indandione drug. 

Gamble and his co-workers,” as well as Toohey,” 
have suggested general courses to follow in treating the 
effects of the inadvertent overdosage of the coumarin 
and indandione drugs, The availability of an effective 


TaBLe 2.—Suggested Dosages and Routes of Administration of 
Phytonadione in Antagonizing Induced Hypoprothrombinemia 


Phytonadione Dosage 
Prothrombin — 


Hemorrhagie Time, pores. Amount, Frequency, 
Phenomena Meg. Route Hr. 
None Less ett 5 10 Oral 24 
Minor Less than 50 95 Oral or s 
intravenous 
Major Less than 50 a) Intravenous 4 


tablet for oral use has simplified this treatment and 
we present in table 2 a general outline of phytonadi- 
one therapy, sufficient to handle the usual situations 
encountered. The oral dose of 10 mg. is recommended 
as treatment for excessive induced hypoprothrombi- 
nemia without hemorrhagic phenomena. When minor 
hemorrhagic phenomena occur, such as microscopic 
hematuria or subcutaneous ecchymosis, a dose of 25 
mg. is given by mouth if the patient is in good condi- 
tion, or by vein if gastrointestinal function or ab- 
sorption has been impaired by disease. This higher 
dosage is to insure the reversal of the prothrombin 
time to at least 50% of normal since the coagulation 
defect is not necessarily in mathematical relationship 
to the level of prothrombin. Such doses should be 
repeated at eight-hour intervals if the reversal of 
prothrombin time has not been obtained. 

With major and life-threatening bleeding episodes, 
a dose of 50 mg. of emulsified phytonadione by vein 
is indicated; repetition every four hours, as deemed 
necessary by repeated determinations of prothrombin 
time, is recommended. If a reversal of the induced 
hypoprothrombinemia is not speedily apparent, trans- 
fusions should be resorted to. There seems little 
reason to avoid the intravenous use of this drug in 
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view of the wide experience confirming its safety after 
such administration. In urgent situations, the severity 
of the hemorrhage sustained by the patient may easily 
interfere with the speed and completeness of the 
absorption of an orally administered dose, and precious 
time mav be wasted in such a mode of therapy. After 
successfully reversing each of the above hemorrhagic 
situations, if the anticoagulant therapy is to be rein- 
stituted, heparin can readily tide the patient over until 
an adequate increase of the prothrombin time is 
reached again. 
Summary 


A quantitative comparison between the effectiveness 
of doses of 10, 25, and 50 mg. of phytonadione ( vita- 
min K, ) administered orally in tablet form to separate 
groups of 10 persons each, rendered hypoprothrom- 
binemic by bishydroxycoumarin (Dicumarol), shows 
a similar effectiveness of all dosages in reducing the 
increased prothrombin times at intervals of 1, 2, 4, 
and § hours after administration. At 24 hours after 
administration, the 10-mg. dose was somewhat less 
effective than the higher dosages. The effectiveness of 
orally administered and intravenously injected prep- 
arations are similar in all respects. Using 50% pro- 
thrombin times as the index of return to a normal 
coagulation mechanism, only 5 of the 10 patients 
given doses of 10 mg., 9 of the 10 given doses of 25 
mg., and 5 of the 10 given doses of 50 mg. returned to 
normal in 24 hours. This failure emphasizes the need 
for repeated observations of the prothrombin time in 
the treatment of inadvertent overdosage of drug- 
induced hypoprothrombinemia. In treating such drug- 
induced hypoprothrombinemia, oral administration of 
phytonadione is the method of choice in all but the 
most urgent situations. 


505 Elizabeth Ave. (8) (Dr. Shoshkes ). 
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AZACYCLONOL (FRENQUEL) HYDROCHLORIDE IN THE 
TREATMENT OF CHRONIC SCHIZOPHRENIA 


A DOUBLE-BLIND, CONTROLLED STUDY 


Theodore M. Odland, M.D., Norwich, Conn. 


The purpose of this study is to evaluate the effect 
of azacyclonol (Frenquel) hydrochloride therapy in 
chronic schizophrenia with respect to delusions, hal- 
lucinations, ideas of reference, and behavior. Previous 
investigators have examined the pharmacological ac- 
tion and significance of this drug.’ The animal studies 
have included those of the rabbit, mouse, rat, cat, dog, 
and fish.’ Uncontrolled studies have indicated bene- 
cial results in patients with schizophrenia and delirium 
tremens.’ Other studies have compared the results of 
azacyclonol therapy alone and in combination with 
reserpine, chlorpromazine hydrochloride, and electro- 
shock.* Prior double-blind studies include one with 40 
moderately disturbed psychotic patients,’ another with 
64 psychotic female patients,” and a third with 350 
psychotic patients.’ . 

In this study, 171 psychotic patients with chronic 
schizophrenic reactions were treated for a period of 
12 weeks, divided into three consecutive treatment 
periods of 4 weeks each. These patients had been 
mentally ill for from 1 to 33 years with an average of 
13 years. They had been hospitalized continuously in 
a state mental hospital for from 1 to 27 vears with an 
average of 10 vears. Their ages ranged from 17 to 59 
years with an average of 41 years. Of these, 130 were 
women and 41 were men. They were all residents of 
the continued treatment service of the Norwich State 


From Norwich State Hospital. Dr. Odland is now at the 
Eastern Pennsylvania Psychiatric Institute, Philadelphia. 

Read before the Connecticut District Branch of the American 
Psychiatric Association, Undercliff Hospital, Meriden, Conn., 
Feb, 28, 1957, 


Therapeutic changes most frequently ob- 
served in patients taking azacyclonol hydro- 
chloride were disappearance of hallucinations 
and lessening or disappearance of delusions, 
false ideas of reference, assaultiveness, agita- 
tion, and seclusiveness. Azacyclonol can be 
said to have a statistically significant effect in 
that 61 patients improved after drug therapy 
as opposed to 28 after use of the placebo. 
There were no untoward reactions attributable 
to the use of azacyclonol. 


Hospital, Norwich, Conn. Previous treatment had in- 
cluded varying combinations of electroshock, insulin 
coma, chlorpromazine, and reserpine therapy. 

Prior to treatment, the patients were selected by the 
ward psychiatrists who filled out a form for each pa- 
tient indicating the name, age, sex, duration of illness, 
duration of continuous hospitalization, type of schizo- 
phrenic reaction, type of delusions, presence or ab- 
sence of ideas of reference, types of hallucinations, 
and behavior pattern. Two equivalent groups (group 
I and group II were formed by employing the in- 
formation on the ward psychiatrists’ forms. Group I 
received azacyclonol (100 mg. once daily, five days 
weekly) the first four weeks, a placebo (identical to 
azacyclonol in size, color, and shape) the second four 
weeks, and azacyclonol the third four weeks. Group II 
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received a placebo tiie tirst four weeks, azacyclonol 
the second tour weeks, and a placebo the third four 
weeks. 

The pharmacist prepared, for each patient, a bottle 
that held just enough tablets for four weeks. Phy- 
sicians and nurses were told that some of their patients 
would receive azacyclonol and some a placebo, but 
they were not told that there would be reversals of the 
groups at four weeks and again at eight weeks. Pa- 
tients were told only that they were receiving a new 
medicament. The use of all other medicaments was 
discontinued the day before this project started; the 
only extra medicament whose use was allowed 
throughout the 12-week period was paraldehyde as 
needed for sedation of very disturbed patients. 


Category 1 2 3 4 | 5 6 7 8 | 9 
III | WI BI | IlW mu | mw | Tw | BU 
T | 
Group I 2 17 e2 l 
——+- +— 
T T T T T T | 
Category 10 ll 12 13 3 | 17 | 16 
vu | um | wu | | uw | um | | 
Group I 18 1 Re, 9 
4. 
| | | 
Category 19 20 21 22] 23 | 
WwW | WIW | WUW WI | WWU | wir | WU | WUI 
Group I 5 0 | 2 
Group II 5 0 3 o | 3 0 1 | 


Results of treatment with azacyclonol and placebo. Group | 
received azacyclonol first four weeks, placebo second four 
weeks, and azacylonol third four weeks. Group IL received 
placebo first four weeks, azacyclonoi second four weeks, and 
, Placebo third four weeks. Further explanation of the categories, 
by example: Category 3 (IWI) indicates that the patient im- 
proved the first four weeks, became worse the second four 
weeks, and improved the third four weeks. Category 18 (UWI) 
indicates that the patient’s condition was unchanged the first 
four weeks, became worse the second four weeks, and improved 
the third four weeks. 


Nursing supervisors made weekly written reports on 
the behavior of the patients as well as unrequested 
reports on particularly significant changes. Ward psv- 
chiatrists made written reports at four-week intervals 
(on the ward psvchiatrists’ form described previously); 
they also made unrequested comments on particularly 
significant changes. The data were then evaluated and 
this report was prepared. 

Each patient was classified as improved (1), un- 
changed (U), or worse (W) for each of the four-week 
periods and placed in one of 27 categories, as shown 
in the figure. Changes most frequently observed in 
those patients classified improved were disappearance 
of hallucinations and lessening or disappearance of 
delusions, ideas of reterence, assaultiveness, agitation, 
and seclusiveness. Conversely, those changes most 
frequently observed in those patients classified worse 
were aggravation of the above criteria. Patients who 
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were classified unchanged actually showed some 
changes but only of a minor degree. There were no 
untoward reactions attributable to the use of azacy- 
clonol. 

Improvement (see figure) in relation to azacyclonol 
therapy is indicated in group I by categories 1, 2, 3, 4, 
6, 13, and 18 and in group II by categories 11, 15, 17, 
20, 24, and 26. Improvement in relation to use of the 
placebo is indicated in group I by categories 11, 15, 
17, 20, 24, and 26 and in group II by categories 1, 2, 
3, 4, 6, 13, and 18. Changes with no particular rela- 
tionship to the use of azacyclonol or placebo are in- 
dicated in group I and in group II by categories 5, 7, 
8, 9, 22, 23, and 27. 

Deterioration in relation to azacyclonol therapy is 
indicated in group | by categories 14, 19, 21, and 25 
and in group II by categories 12 and 16. Deterioration 
in relation to use of the placebo is indicated in group 
I by categories 12 and 16 and in group II by cate- 
gories 14, 19, 21, and 25. Patients who remained 
essentially unchanged are indicated by category 10. 

In tabulating the above information (see table), 
several interesting facts become apparent. After azacy- 
clonol therapy, 61 patients improved and 11 became 
worse. After use of the placebo, 25 patients improved 
and S became worse. Changes with no particular re- 
lation to use of azacyclonol or placebo occurred in 25 
patients and 3S patients remained essentially un- 
changed. 

Of those patients improved atter azacyclonol ther- 
apy, the average age was 40 vears with a range of 15 
to 55 vears. The average duration of illness was 11 
years with a range of 1 to 28. The average duration of 
continuous hospitalization was $ years with a range 
of 1 to 23. Of these 61 patients, 11 were men and 50 
were women. 


Tabulation of Results of Treatment 


fesponse Group | Group II Total 
Favorable to azacyelonol 


37 24 ol 36 
Favorable to placebo......... 15 13 os 16 
Untuvorable to azaeyelono] 

cals 7 4 1] 6 
Untavorable to placebo...... 2 6 5 
No particular relationship.... 6 19 25 i) 
Unchanged ........ 18 3s 22 

Comment 


Evidence that the two groups were evenly matched 
is provided in the table. First, of those improved after 
the use of the placebo, 15 were in group I and 13 were 
in group II. Second, of those showing no significant 
change, 18 were in group I and 20 were in group II. 

The fact that 61 patients improved after azacyclonol 
therapy, as compared to 28 after use of the placebo, 
demonstrates that azacvclonol therapy has a significant 
effect in schizophrenia. Statistically, this is verified by 
using a tourtold table and calculating chi square, 
which becomes 13.55 and gives a p value of 0.0003 
(a p value of less than 0.05 is adequate to establish a 
hypothesis). The fact that 37 patients improved after 
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azacyclonol therapy in group I (eight weeks of ther- 
apy) and 24 improved in group II (four weeks of 
therapy) suggests that improvement is a function of 
the duration of therapy. 

Considering the fact that acute mental disturbances 
such as delirium tremens and psychoses induced with 
lysergic acid diethylamide (LSD) respond within hours 
to azacyclonol therapy, it seems logical to postulate 
that chronic mental disturbances would require a 
longer term of therapy and perhaps higher dosages. 
Further 1esearch along these lines as well as_bio- 
chemical and physiological studies will be required to 
define the exact role of azacyclonol in our therapeutic 
armamentarium, but it is my opinion that it has 
a place. 

Summary 


A double-blind, controlled study was conducted 
with 171 chronic schizophrenic patients to determine 
the effect of azacyclonol (Frenquel) hydrochloride in 
terms of changes in delusions, ideas of reference, hal- 
lucinations, and behavior. Analysis of the data ob- 
tained shows that azacyclonol has a. statistically 
significant effect (p—0.0003) in causing the disappear- 
ance of hallucinations and the lessening or disappear- 
ance of delusions, ideas of reference, assaultive- 
ness, agitation, and seclusiveness. The data also sug- 
gest that improvement in relation to azacyclonol 
therapy is a function of the duration of therapy. 


The other members of the research team that conducted this 
study were ward psychiatrists Eloise B. Peterson, M.D., Anna 
L. Smith, M.D., and Olga Steinicke, M.D.; a pharmacist; and 
four nurse supervisors. 
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CERVICAL RIB AND THROMBOSIS OF THE SUBCLAVIAN ARTERY 


Henry A. Shenkin, M.D., Philadelphia 


Thrombosis of the subclavian artery as the result of 
cervical rib compression, in most reported instances, 
leads to at least some degree of permanent disability 
in the involved extremity. Schein, Haimovici, and 
Young’ could find only 30 reported cases in the 
literature, and, of these patients, 11 suffered a loss of 
a phalanx, 2 required a major upper extremity ampu- 
tation, and 3 suffered a hemiplegia from extension of 
the thrombosis into the common carotid artery. They 
further reported that onset of subclavian thrombosis 
is most frequently abrupt, often following a single, 
aggreentty minor trauma to the vessel occasioned by 


From the Albert Einstein Medical Center and Graduate 
Hospital. 


Three patients suffered a subclavian arterial 
thrombosis as a complication of a mild cervical 
rib syndrome. All three patients had had only 
mild symptoms for several years preceding the 
thrombosis. The thrombosis occurred without 
premonitory increase in symptoms. Surgical in- 
tervention should be advised as a prophylactic 
as well as therapeutic measure whenever a 
cervical rib produces even mild symptoms and 
arterial compression in some position can be 
demonstrated. 
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strenuous activity. Despite this, conservative treatment 
of a cervical rib syndrome is generally recommended 
when symptoms are mild.’ 

Recent experiences with three patients who suffered 
a subclavian arterial thrombosis complicating a mild 
cervical rib syndrome suggest that indications for 
surgical decompression of the subclavian artery in the 
presence of a cervical rib should be broadened. All 
three patients had mild symptoms, noted over a period 
of years, and all appeared to be doing well on the 
conservative advice of competent specialists. 


Report of Cases 


Case 1.—On Oct. 21, 1953, a 47-year-old, right-handed tool- 
maker was admitted to the Graduate Hospital. In 1950, while 
carrying a cot over his head, he had noticed a tingling pain in 
his right arm that lasted for only a minute or two and caused 
the arm to be weak. Eight months later, while polishing the 
roof of his car, his right arm became so sore and weak that he 
had to stop. He consulted a physician and then a surgeon and 
he was told he had an extra rib but that, since his symptoms 
were relatively mild, conservative treatment was recommended. 
He was instructed to sleep with pillows beneath his shoulders 
and not to raise his arms over his head. 

For four months prior to admission to the hospital the pa- 
tient had noticed tingling and weakness of the right forearm. 
In addition the fingers of the right hand were seen to blanch 
whenever exposed to cold. There were no symptoms except 
when the extremity was used, but he was unable to continue 
on his job. 

Examination revealed no arterial pulsations in the right upper 
extremity. The blood pressure in the left upper extremity was 
140/60 mm. Hg. The right forearm and hand were cooler than 
the left. Bony hard masses were present in the inferior aspect 
of the supraclavicular triangle bilaterally. Arterial pulsations 
were palpable superficial to these masses. 

On the day after admission the patient was seen by Dr. 
Samuel Lisker, who confirmed the above findings and further 
noted the absence of oscillometric readings in the right arm 
or forearm, Dr. Lisker performed a right stellate ganglion block, 
which resulted in immediate increase of warmth in the right 
upper extremity. The diagnosis was made of subclavian artery 
thrombosis due to compression caused by a cervical rib. Ex- 
ploration and decompression of the vessel was recommended. 
If restoration of circulation through the subclavian artery could 
not be accomplished, Dr. Lisker recommended upper thoracic 
sympathectomy to aid the collateral circulation, X-ray examina- 
tion of the chest revealed bilateral complete seventh cervical 
ribs, 

On Oct. 28, 1953, the patient was operated upon, and pulsa- 
tions in the subclavian artery were seen to stop under the 
scalene muscle. The muscle was sectioned, the artery was 
opened, and a firm thrombus was removed, A good flow of 
blood resulted from both proximal and distal portions of the 
artery. Upon repair of the artery good pulsations were noted 
in the subclavian and axillary vessels. Despite this, no pulsa- 
tions were palpated below this level. An upper thoracic sympa- 
thectomy including the stellate, second, and third thoracic 
ganglions was performed. There appeared to be considerable 
improvement in the circulation of the extremity after sympa- 
thectomy, and after several weeks the patient was able to return 
to his former occupation. Three years after operation his improve- 
ment was maintained, and, although no pulse could be palpated 
below the axillary artery, the hand had good color and was just 
a trifle cooler than the left. The strength of the right hand grip 
was not quite as good as that of the left. 


Case 2.—A 68-year-old man was admitted to the Albert Ein- 
stein Medical Center on Sept. 4, 1956. He had noted pain 
and discomfort in his right shoulder for the first time 12 
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years previously and had consulted an outstanding orthopedist, 
who discovered bilateral cervical ribs; the patient was told his 
symptoms were due to this anomaly. It was noted at that time 
that abduction of the arm would obliterate the radial pulse. 
A set of exercises was prescribed and, except for occasional dis- 
comfort in his arm, no difficulties were encountered over the 
course of the next 12 years until May 1, 1956. While touring 
Europe by car (with the patient as the driver), he noted cold- 
ness of the two small fingers of his right hand. A physician was 
consulted in Genoa, Italy, and apparently at that time pulses 
and blood pressure were obtainable in the right upper extrem- 
ity. About July 1 he noted weakness of the right hand, and his 
handwriting had deteriorated. Several weeks later another phy- 
sician in Paris noted the pulses were absent in the right upper 
extremity, and the patient flew back to the United States. In 
early August, he noted considerable pain in his right hand and, 
starting Aug. 15, a series of stellate blocks were performed. 
From this point on, the pain was relieved and the color and 
warmth and strength of the right hand improved. This improve- 
ment was maintained until the time of admission to the hospital, 
even though the last stellate injection had been done two weeks 
previously. 

On Sept. 8, Dr. Benjamin Greenspan explored the right bra- 
chial and subclavian artery, A 6-in. incision was made on the 
medial aspect of the right upper arm. The brachial artery was 
found to be thrombosed through its entire extent. An incision 
was then made in the supraclavicular triangle, and the scalene 
muscle was sectioned at its insertion. The subclavian artery 
was found to be entirely thrombosed almost to the origin of the 
vertebral artery. I then removed the stellate, second, and third 
thoracic sympathetic ganglions. 

The patient made an uneventful recovery and was discharged 
from the hospital on Sept. 17, 1956. When last seen, two 
months after operation, he had maintained his improvement, 
though the hand grip was still weak and the right hand was 
cooler than the left. Nevertheless, the hand had good color. 


Case 3.—A 54-year-old female was admitted to the Albert 
Einstein Medical Center on Sept. 30, 1956, with a history of 
having had a sore throat and fever of 103 F (39.4 C) for 48 
hours. She also complained of slight indigestion. Examination 
revealed a mild pharyngeal inflammation. She was known to 
have had a mild hypertension, and at the time of her admis- 
sion her blood pressure was 160/100 mm, Hg. Her hemoglobin 
level was 15.1 Gm., and the white blood cell count was 4,250 
per cubic millimeter, with 56% polymorphonuclear cells, 34% 
lymphocytes, 9% monocytes, and 1% basophils. On Oct. | her 
temperature was normal, but the next day her temperature went 
up to 102 F (38.9 C) and remained at that level on the follow- 
ing day. From then on, her temperature was within normal 
limits. It was believed the patient had a viral infection, and 
infectious mononucleosis or an oncoming hepatitis was sus- 
pected. However, no lymph nodes were palpable nor was the 
liver. 

On Oct. 5, sudden coldness, pain, and numbness in her right 
arm was noted at 1:30 p. m. It was now recalled that she had 
bilateral cervical ribs and that, as a matter of fact, on Sept. 25, 
1947, she had consulted an eminent surgeon because of shoulder 
»nd arm symptoms. He noted in his letter that “the swelling in 
the neck on the right side is due entirely to cervical rib and the 
soft tissue structures which have been pushed forward by it, 
giving the sensation of a soft tissue mass. The subclavian artery 
gives a forceful pulsation in this area because it also has been 
pushed forward by the abnormally placed rib. Her pulse can be 
obliterated more easily than normal by abduction of the arm.” 
It was his opinion that the arm symptoms were due to the pres- 
sure of the cervical rib, but, “because these symptoms were not 
severe enough, I did not advise her to be operated on, but told 
her that if the pain became severe enough to warrant operation, 
she should seriously consider excision of the rib.” Over the inter- 
vening years, she had occasional numbness in her hand and 
occasional pain but was never in serious difficulty, despite the 
fact that she was an ardent golfer and played frequently. 
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At the time of the onset of her difficulties on Oct. 5, 1956, 
the symptoms appeared to start when she was combing her hair. 
Examination at that time by Dr. Meyer Naide revealed that the 
right hand was cold up to the wrist and there were no pulses in 
the right arm below the subclavian artery. A prominent cervical 
rib was felt on the right side. Oscillations were absent in the 
right upper arm and blood pressure was not obtainable in the 
right arm. Blood pressure in the left arm was 140/90 mm. Hg. 
The right hand blanched rapidly in elevation and flushed slowly 
on dependency. It was the impression of Dr. Naide that there 
was a thrombosis of the distal part of the subclavian or axillary 
artery resulting from injury to the artery by the cervical rib. 
He recommended immediate stellate ganglion blocks and opera- 
tion in an effort to remove the thrombus and also to excise the 
cervical rib. Shortly thereafter, a right stellate ganglion block 
was done with improvement in the circulation of the limb and 
some warming of the hand. It was agreed the operation should 
be deferred, since she now appeared to be having adequate 
collateral circulation and she would be in better physical condi- 
tion to withstand operation if the systemic infection could be 
put further behind her. Therefore, heparin therapy was started 
intravenously. 

On Oct. 6 Dr. Naide noted that the circulation in the hand 
seemed to be better and that the color changes in the arm on 
elevation and on dependency showed more rapid filling of the 
hand with blood. On Oct. 7, the right wrist and hand seemed 
cooler than the previous day and it was decided that she 
should be explored. At 6 p. m. the supraclavicular pulse, which 
was very prominent up until this time, suddenly ceased. At 7 
p. m. the patient was operated upon by Dr. Alex Ulin, A sum- 
mary of his operative note is as follows: “The scalene muscle 
Was sectioned and the subclavian artery was noted to have pul- 
sation only in its portion proximal to where it had been crossed 
by the scalene muscle. When the scalene muscle was cut, the 
subclavian artery popped up. An arteriotomy was done and a 
fresh thrombus was sucked out. The artery was irrigated prox- 
imally and distally with solution of Heparin and saline. The 
brachial artery was then exposed by a small incision in the 
upper arm. Since this was thin and pulseless, the axillary artery 
was exposed by a vertical incision in the axilla. The insertions 
of the pectoralis major and minor muscles were divided to expose 
the entire axillary artery. Axillary and brachial arteriotomies 
were done with removal of clot as well as emboli located at the 
origin of the subscapularis artery. The back flow of blood was 
fairly good. The vessel was irrigated distally and proximally 
with Heparin solution and 2 ce.’s of Priscoline were injected 
into the artery distally. Although the blood flow was now good, 
there was still only a poor pulse in the distal axillary artery. 
However, both the axillary and brachial wounds now bled 
freely for the first time. At this point, Dr. Shenkin removed the 
stellate and second and third thoracic sympathetic ganglia. The 
axillary artery was then reopened and more clot was removed 
and it was irrigated again with Heparin solution. This time a 
good proximal and distal blood flow was noted, although the 
pulse of the brachial artery was still weak. The wounds were 
then irrigated with saline, the divided pectoralis muscles were 
sutured and the wounds were all closed.” 

In the first few hours after operation, the right brachial pulse 
was barely palpable. No radial pulse could be palpated at any 
time. The patient was started on intramuscular heparin therapy 
eight hours after operation. The next morning the right hand was 
cool, and no radial pulse was palpable. The patient had some 
pain in her right hand, which felt warmer than it had been be- 
fore, and there was a brachial pulse thought to be present just 
above the right elbow. On Oct. 14 the right hand was noted to 
be cooler than the left, but blood flow seemed adequate and the 
patient moved fingers and hand well; no pulse in the brachial or 
subclavian vessels could be felt. On Oct. 20 Dr. Naide stated 
that the veins in the right hand filled more rapidly than before 
and the hand was warm down to the fingers. The latter were 
only slightly cooler than the fingers of the left hand. On Oct. 23, 
1956, she was discharged from the hospital with a note that she 
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was much more comfortable than she had been and _ that 
strength was returning progressively to her hand. By February, 
1957, full power and use had returned to the right upper 
extremity. 


Comment 


The three patients reported all had bilateral com- 
plete seventh cervical ribs and they were all right- 
handed, and it was the right extremity that was 
involved in each instance. Subclavian artery throm- 
bosis in all but one previously reported case was 
associated with a complete cervical rib and in the 
majority of instances was right-sided, but complete 
information as to relationship of thrombosis to handed- 
ness is not available.’ 

All three patients were active people; the woman, 
a housewife, was also a frequent golfer. However, 
no single trauma could be related to the onset of 
thrombosis in either of the male patients. The third 
patient, the female in the series, when in a presumably 
debilitated state due to an acute infection, noted onset 
of symptoms of thrombosis when her arms were ex- 
tended over her head while she was combing her hair. 

Cervical rib symptoms were noted 3, 7, and 12 years 
prior to thrombosis in these three cases. The original, 
acute symptoms were short-lived, and all subsequent 
symptoms were mild. In all three patients compression 
of the subclavian vessel could be produced by hyper- 
abducting or hyperextending the arm at the shoulder 
at the time of original examination years prior to 
thrombosis. Nevertheless, they all did well in the 
intervening years and had only minor, short-lived 
complaints that were never truly incapacitating as far 
as their chief interests were concerned. However, since 
thrombosis can occur so insidiously, one can hardly 
recommend, in retrospect, that these patients be ob- 
served for an increase in symptoms before considering 
decompression of the subclavian vessel. This is espe- 
cially true because elective operation to decompress 
the subclavian artery and/or the brachial plexus is not 
at all a formidable procedure. It requires the section 
of the anterior scalene muscle and often the re- 
moval of a portion of the cervical rib. The extent of 
the procedure employed is dictated by the anatomic 
relationships encountered at the time of operation. 

Some believe that the cervical rib should be removed 
in every case, feeling this would be most certain to 
relieve compression upon the subclavian artery and 
brachial plexus.’ On the other hand, Adson* and 
others ° pointed out that the scalene muscle is the 
structure against which the artery and plexus are 
compressed and that in most instances section of this 
muscle is all that is required unless the abnormal rib 
is exerting pressure on the brachial plexus from be- 
hind. The advantage of Adson’s suggestion is that 
surgical trauma is minimized. Under any circumstance 
the brachial plexus must be handled with great care 
and as little as possible. Failing this, postoperative 
plexus pain can be troublesome for weeks or even 
months. Removal of the clavicle, as has been recom- 
mended,” has never been necessary in my experience, 
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but should it appear to be desirable to do so after 
scalenotomy and cervical costectomy, it still should not 
add any real difficulty or danger to the procedure. 

We did not feel it was necessary prophylactically to 
decompress the subclavian artery on the side opposite 
the thrombosed vessel in these patients, despite the 
presence of bilateral cervical ribs. They at no time 
had symptoms referrable to the nonoperated side, and 
compression of the subclavian artery could not be 
demonstrated in any position in which the arm was 
placed or head rotated upon the neck. 

Once thrombosis occurred in these three patients, 
interruption of the sympathetic nerve supply to the 
extremity appeared to be of benefit. No restoration of 
blood flow below the subclavian vessel was accom- 
plished in any case, and in each patient clear improve- 
ment followed interruption of the sympathetics. In the 
first patient stellate block with procaine hydrochloride 
(Novocain) was performed four months after throm- 
bosis had occurred and was transiently but markedly 
effective in aiding the circulation. Steady improvement 
with sufficient recovery of power in the hand for the 
patient to return to his job occurred following sym- 
pathectomy. In the second patient, the onset of im- 
provement dated from repeated stellate ganglion 
blocks first done two months after thrombosis. This 
seemed to have a permanent effect, since improvement 
was maintained for the two-week interval between 
his last stellate block and surgical sympathectomy. 
Whether further improvement resulted from the sur- 
gical sympathectomy could not be clearly determined. 
It would appear from the third patient’s course that 
her improvement occurred more promptly, in a matter 
of weeks rather than months as in the first two patients. 
Perhaps this can be attributed to more prompt elimi- 
nation of sympathetic tone, since the surgical attack on 
the thrombosed vessel itself appears to have been no 
more successful in this individual than in the other 
two. 

The value of attack upon the vascular obstruction 
itself was certainly not clear in these patients. Despite 
valiant efforts, short of inserting a vascular graft. 
palpable pulses were not restored to the large vessels 
of the involved extremity. Schein, Haimovici, and 
Young ' did insert a graft in two patients, but despite 
this pulsations distal to the subclavian artery were not 
restored, and from the description of their results there 
is nothing to choose between the postoperative status 
of their patients and ours. On this point, I have on two 
occasions ligated the subclavian artery in the course of 
performing an upper thoracic sympathectomy through 
an anterior approach without undue sequelae. ( Both 
patients were young men, aged 21 and 29. The former 
had a causalgia due to a gunshot wound of the median 
nerve; the latter had a scalene syndrome without evi- 
dence of a cervical rib. In this second patient, the 
unintended sympathectomy was performed immedi- 
ately after the vessel had to be ligated to control 
bleeding.) 
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Indeed, one may now suggest that the immediate 
sympathectomy in these patients prevented the resid- 
ual symptoms noted in patients with spontaneous 
occlusion of the subclavian artery due to cervical rib 
pressure reported above and previously in the litera- 
ture. Since occlusion of the subclavian vessel occurs in 
those instances in patients with presumably otherwise 
normal vasculature, one may wonder if restoration of 
the main stream of blood flow is necessary, since suffi- 
cient collateral circulation should be available if reflex 
vasospasm can be controlled. The operation for sym- 
pathectomy can be completed in a relatively short 
time, with little trauma to the patient. Efforts to re- 
move thromboses or insert a graft are frequently time 
consuming, require much more extensive surgical ex- 
posures, and perhaps in some instances could actually 
threaten the collateral vessels. 


Summary 


Three patients had subclavian artery thrombosis 
associated with cervical ribs. Each patient had had 
mild symptoms for several years preceding throm- 
bosis. Despite the fact the diagnosis of cervical rib 
syndrome with arterial compression in certain posi- 
tions was made, conservative treatment had been 
advised. Thrombosis occurred without premonitory 
increase in symptoms. Surgical intervention should be 
advised as a prophylactic as well as_ therapeutic 
ineasure whenever a cervical rib produces even mild 
symptoms and arterial compression in some position 
can be demonstrated. Interruption of the sympathetic 
innervation to the upper extremity after thrombosis 
had occurred was clearly beneficial in this series of 
patients. 
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THE DELINQUENT CHILD AND THE FAMILY DOCTOR 


Harry R. Brickman, M.D., Los Angeles 


The delinquent child is a sick child. As a sick 
child he requires treatment rather than punishment. 
This paper attempts to demonstrate that the physi- 
cian who understands a few basic principles of the 
family origins of delinquent behavior may serve as 
a vital agent of prevention and treatment of this 
form of pathology. 

Because the delinquent is offensive to society and 
to its laws, the legal profession and its offshoots 
have been assigned the role of dealing with this 
type of illness. Juvenile police agencies, probation 
departments, courts, and correctional agencies have 
all traditionally been managed under a legalistic 
philosophy. In recent vears, however, workers from 
professions with treatment philosophies have come 
to deal more and more with delinquent children 
and adults. This is particularly true of the profession 
of social work. In ever-increasing numbers, punish- 
ment-oriented personnel are being supplanted by 
social workers who see the delinquent as ill and 
who are interested in treating him. These profes- 
sional workers are approaching, with a sense of 
adventure, the difficulties of actually achieving 
treatment in this field. For, although a therapeutic 
attitude toward the delinquent is essential, it is 
also important for treatment to be firm, authorita- 
tive, and controlling if and when it is necessary. 

The medical profession, too, is becoming increas- 
ingly interested in the problem of delinquency.’ 
Psychoanalytic psychiatry, particularly, has evolved 
some interesting concepts and findings which hold 
promise for treatment efforts with this tvpe of ill- 
ness. These findings are suggesting areas in which 
the family doctor can play an important role in the 
prevention and treatment of delinquent behavior 
in childhood, 

A prerequisite to assuming an effective treatment 
role is an understanding of disturbed family rela- 
tionships and their effect on childhood behavior. 
For purposes of this discussion, the so-called socio- 
logical delinquent will not be considered. The con- 
cept of the “normal” delinquent whose behavior is 
said to reflect socioeconomic tensions exclusive of 
personal psychopathology is highly controversial. 
After all, a delinquent act or two does not define 
a delinquent. Rather, the true delinquent is one 
who follows a pattern of repetitive antisocial be- 
havior. This pattern is defined for the delinquent 
child by parental figures through a process which 
might be called unconscious role assignment. 


Assistant Professor of Psychiatry, University of California at Los 
Angeles Medical School, and Director, Outpatient Department, Neuro- 
psychiatric Institute. 
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The young child cannot be expected to 
recognize pernicious factors in his environ- 
ment, much less to correct them. Delinquent 
behavior is the resultant of such factors and 
requires treatment rather than punishment. 
The development of humane treatment orien- 
tation in our correctional systems is hindered 
by the hue and cry of the community for 
punishment. The family physician sees that 
delinquency is as much a manifestation of 
personal pathology as epilepsy or syphilis. 
He can recognize the intrafamilial tensions, 
especially the unconscious assignment of 
roles to children by parents, that lead to 
antisocial behavior. He can advise, correct, 
and treat. He can convey his orientation to 
others. As a counselor to the family and at 
the same time an influential citizen, he can 
help to develop a community attitude less 
interested in punishment and more desirous 
of correcting the causes of delinquency. 


Some Principles of “Unconscious Kole Assignment” 


One of the most far-reaching findings of intensive 
psychoanalytic investigation of delinquency is the 
concept of the unconscious sanctioning of delinquent 
behavior in the child by the parent. Johnson and 
Szurek* have emphasized that antisocial behavior in 
children almost invariably proceeds from this type 
of unwitting parental permission. These findings 
have been confirmed by me in my work with delin- 
quent children and by others in the field.* 

Careful clinical study of the families of delinquent 
children has unearthed many ways in which parents, 
struggling with their own emotional problems and 
against their own antisocial impulses, unwittingly 
and unconsciously evoke, provoke, and even encour- 
age delinquent behavior in certain of their children. 
A parent may relive in one of his children certain 
poorly resolved conflicts from his own childhood. 


A father, telling the psychiatrist about his son Tommy’s 
many misdeeds in the classroom, used stern words. The smile 
on his face, however, was most eloquent and gave away his 
real attitude toward the child’s behavior. It denoted the 
vicarious satisfaction which he, the father, a poliomyelitis 
cripple since the age of 3 years, enjoyed from Tom’s social 
misbehavior. He said, smiling, “That boy of mine can sure 
stir up a lot of hell.” 


A parent may select one child as a scapegoat for 
feelings displaced from another person and may, by 
unwitting remarks, thereby assign to the child a 
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“delinquent role” just as surely as if he had deliber- 
ately dressed the child in a striped prison suit from 
early infancy. 


Joe, a 26-year-old heroin addict and petty larcenist, seemed 
more than a little puzzled when speaking of his mother. She 
alwavs seemed to stick by him in times of trouble. She 
had not missed a court trial or a prison visit to him for years. 
She did not seem angry with him, really—but perhaps re- 
signed. Yes, that was it—from early childhood, mother would 
sigh at his misdeeds, referring to things called “bad blood,” 
“black sheep,” and other similar designations. Also, she con- 
stantly reminded him that he was “just like his father,” a 
man Who himself had been in and out of jail on innumerable 
occasions, was severely alcoholic, and had not lived in the 
home since Joe’s mother had divorced him when the child 
was 3 years of age. 


These phenomena are not limited to broken 
homes. The highly influential and powerful captain 
of industry may unwittingly contribute to the life- 
long delinquent resignation of a child who is strug- 
gling mightily but ineffectively to follow in his 
footsteps. 


Sixteen-year-old John Jr. was charged with attempted rape 
of a 6-year-old girl. His father, a wealthy real estate devel- 
oper and financier, was shocked and bewildered at the news. 
As John Sr. put it, “I’ve given the boy everything he has 
ever needed; we've sent him to the finest boarding schools 
in the East.” John Jr. was an effeminate, mildly depressed, 
inadequate boy whose father was “too busy” to give him 
what he really needed, the companionship and opportunity 
for warm identification which fosters the development of 
personal identity. John Sr. was inaccessible and unattainable 
to his son, who turned in his relationship-hunger to his 
mother. She, also frustrated and lonely, sought relief by 
immersing herself in social activities and engaging in occa- 
sional amorous adventures with door-to-door salesmen. 


There are many additional factors in parent-child 
relationships which may contribute to the child’s 
assumption of the delinquent role. These factors are 
found when one examines the attitudinal climate in 
which children are raised. One such factor is seen 
in the family in which a double standard of truthful- 
ness—for child and for adult—exists. The mother 
who extols truthfulness at the dinner table but 
instructs the child to misrepresent his age at a movie 
or in a public vehicle to avoid paying full tariff is 
making such a contribution. Also, families in which 
a given child is the open favorite may provoke atti- 
tudes of insecurity and rebellion in one or more of 
the siblings. 

Interestingly enough, families in which angry or 
rebellious behavior is consistently and strictly inter- 
dicted may still produce their delinquents. One 
sees at least two types of such delinquents. One 
might be the minister's son or daughter who com- 
mits a violent crime, such as murder, in an emotional 
crisis. This child is often found to have developed 
no mechanisms tor expressing the minor hostilities 
and rebellions of everyday life in the face of a fam- 
ily passion for “positive thinking.” Another type is 
the child suffering from the “baby thrown out with 
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the bath water” syndrome, in which it is constantly 
communicated by the parent that the child himself 
is bad, naughty, and worthless, along with his un- 
acceptable behavior. This becomes a cue for build- 
ing identity—and a child would rather build a nega- 
tive identity than none at all. 

Unconscious role assignment can be seen as a 
common factor in all these phenomena of family 
conflict. By this process, characteristic personality 
patterns are developed in the individual through 
the unconsciously communicated assignment of 
roles by the powerful human figures—the parents— 
in the child’s environment. 

Role assignment and role assumption in the fam- 
ily are facilitated by two potent valences in the 
parent-child relationship. On the child’s part, it is 
an all-pervading need to be loved by the parent 
and to meet any conditions imposed by the parent 
which may be necessary to gain that love. On the 
parent's part, it is a tendency to see significant peo- 
ple, including offspring, in definite roles rather than 
as individuals in their own right. An attempt is 
made to unconsciously assign roles, so that the 
neurotic parent may order, or construct, his human 
environment so as to either gratify or deny certain 
particular emotional needs. An example of such 
needs might be the tendency to relive emotionally 
charged childhood experiences in one’s own chil- 
dren. The parent may unwittingly assign the delin- 
quent role to a child in his attempt to “give my 
child the freedom I didn’t get.” Or, the more deeply 
hidden determination that “the child will suffer just 
as I had to suffer” may lead to such a role assign- 
ment. 

The child’s need for parental love causes him to 
constantly seek cues for his behavior, to be “clued 
in” as to his identity. Thus, he becomes the passive 
recipient of the role to which he is unconsciously 
assigned by the parent. Even if the child must as- 
sume the role of a “bad child,” this may gain him 
a type of recognition from the parent which may be 
a poor, but nevertheless valuable, alternative to 
rejection and its consequent feeling of dread. 

Perhaps parental mental health may be measured 
according to the willingness of the parent to allow 
the child to develop his own identity. We might 
then say that the emotionally sound parent reacts 
to his child as an individual human being with cer- 
tain constitutional attributes, certain strengths to be 
supported, and certain human weaknesses which 
the child should be helped to control. The uncon- 
scious tendency of the parent to assign to the child 
a certain role reflecting the parent’s own emotional 
problems can be seen, then, as a type of molding 
of the child into an image which suits the parent's 
neurotic drives but which does violence to the 
child’s full emotional growth, sense of healthy iden- 
tity, and general self-esteem. 
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Erikson * has evolved an interesting and valuable 
concept of the life-task of adolescence. He has pic- 
tured the normal adolescent period as a time during 
which a “psychosocial moratorium” is provided for 
the child in order for him to experiment freely with 
various possible personal and social roles. Presum- 
ably, a healthy choice of role—personal, social, occu- 
pational, and sexual—is the outcome of this freedom 
to experiment and ideally culminates in a role and 
identity assumption which reflects the child’s indi- 
viduality. An absence or foreclosure of this mora- 
torium might lead to “identity diffusion”"—a psycho- 
pathological state often manifested by delinquent 
behavior. 

It may be postulated that teen-agers suffering 
from identity diffusion and delinquent behavior 
may, in most cases, be experiencing the result of 
role fixation, resulting from the premature precipi- 
tation of a neurotic or delinquent role through the 
process of unconscious role assignment. In such 
cases, the absence or foreclosure of the psychosocial 
moratorium may result from the same neurotic 
parental drives which originally produced the child- 
hood role assignment. Even in the unlikely event of 
the creation of a true moratorium for such a child, 
however, it is doubtful that his fixated delinquent 
role can dissolve from this process alone. Some type 
of psychotherapeutic experience would be judged 
necessary to achieve such a change of role. 

The phenomenon of unconscious role assignment 
may well be involved in the case of every neurotic 
child. Further basic research and clinical investiga- 
tion are needed to delineate the nature of the spe- 
cific emotional conflicts of the parents which lead 
to the specific unconscious role assumptions in the 
neurotic child. In the case of the delinquent child, 
it is postulated that personality difficulties in one 
or both parents with particular regard to antisocial 
impulses are combined with hostile-aggressive color- 
ing of intrafamilial relationships—especially the 
child-parent relationship—to produce a phenomenon 
which might be considered unconscious assignment 
of the delinquent role. This, then, is the hidden 
agenda of parent-child communication. 


Role of Family Doctor 


The foregoing material would suggest that the 
general practitioner or pediatrician may serve an 
important role in prevention and treatment of de- 
linquency as a symptom of the family in emotional 
trouble. It would almost be superfluous to point 
out, for instance, that knowledge by the family doc- 
tor of the hidden agenda of intrafamilial communi- 
cation, the particular patterns of unconscious role 
assignment, and other aspects of the family neurosis 
will help him to serve in his time-honored advisory 
function much more efficiently. The old-fashioned 
family doctor intuitively perceived these phenomena 
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and was guided accordingly in his relationship to 
the family. The prevalence of these powerful forces 
is, from a preventive psychiatrist’s point of view, 
one of the most potent arguments for the renewed 
encouragement of family medicine. With his know]l- 
edge of the specifics of unconscious role assignment 
in a particular family, psychotherapeutic measures 
may be undertaken by the physician. These have 
been outlined elsewhere ° and will not be elaborated 
in any detail in this paper. 

In many cases, specific directive counseling of the 
parents by the family doctor who is aware of these 
factors may be sufficient. In selected cases, the 
family physician who has had training and experi- 
ence in office psychotherapy may consider under- 
taking brief psychotherapeutic work with one or 
both parents with the aim of vielding some insight 
into how their own emotional problems affect the 
problem child’s behavior pattern. In other cases, 
serious emotional disturbance in the parents or in 
the child may necessitate referral to the psychiatrist. 
In these instances, the family doctor can make an 
important contribution to treatment if he devotes 
some time and effort to preparing the family for the 
psychiatric referral. By providing reassurance and 
otherwise overcoming resistances that so often occur 
when a psychiatric referral is contemplated, motiva- 
tion for psychotherapy by the specialist is increased 
and his work is thus enhanced. 

Aside from general supportive psychotherapeutic 
measures which may be effectively carried out when 
the vicissitudes of the family neurosis are under- 
stood by the physician, the doctor-patient relation- 
ship itself may have an important bearing on the 
family doctor's management of the delinquent child. 
The relationship of the family physician to his pa- 
tient, whether the patient be parent or child, is one 
of the most powerful existing vehicles for human 
interaction. The family doctor, in relating to mem- 
bers of the family, may be kind, permissive, and 
firm, or he may act the role of the tyrannical parent. 

Depending on his own role, a type of unconscious 
role assignment may take place with regard to his 
patients. This phenomenon may possibly explain the 
apparent differences in caseload between different 
doctors. One family doctor may end his day tired 
but pleased, generally satisfied with his sick but 
largely cooperative patients. Another family doctor 
may end his day in a mood of vexed irritability, 
clucking his tongue over his stubborn, uncoopera- 
tive, “bad” patients. The latter, in his role of the 
prohibiting parent, may punitively reject his patients 
for failure to carry out instructions, and thus may 
unconsciously assign them an uncooperative role. 
Other family doctors may practice a double stand- 
ard of truth—expecting the patient to tell the doctor 
everything but pursuing their work behind a veil 
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of magic secrecy, even when there are no obvious 
contraindications to keeping the patient entirely 
informed. 

The family doctor who manages to avoid uncon- 
scious role assignment in his relationships with his 
patients may set a certain example to parents. The 
physician often functions as a type of parental 
figure for the adult members of the family, a strong 
authority figure with power over life and death. 
Perhaps the manner in which the family doctor 
acquits his role as authoritative parental figure may 
have some communication value to families in which 
unhealthy unconscious role assignments are taking 
place. The family doctor also acts to advise parents 
on eating habits, bowel training, and childhood be- 
havior problems. A knowledge of the contribution 
of family conflict to the developmental and emo- 
tional problems of children can be a priceless asset 
in helping the family. 


The Family Doctor and the Punishing Community 


A further constructive approach to the delinquent 
child and his unfortunate heir, the criminal adult, 
may be through the family doctor's capacity as a 
citizen—usually a highly respected and influential 
citizen. Communities tend to perpetuate the un- 
conscious role assignments which antisocial individ- 
uals have assumed. One of the greatest deterrents 
to the development of a humane treatment orienta- 
tion in our correctional systems has been the hue 
and cry of the community for punishment. If the 
family doctor, convinced that delinquency is as 
much a manifestation of personal pathology as epi- 
lepsy or syphilis, can convey his orientation to 
others, the same type of community progress with 
regard to delinquency as has occurred with regard 
to these other two socially stigmatized illnesses may 
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ensue. Thus a more treatment-minded public, less 
interested in punishment and more desirous of 
understanding delinquency, may be developed. 


Summary 


The delinquent child is being increasingly ap- 
proached with a treatment attitude, as contrasted 
with punishment. The family doctor is in a position 
to perceive the intrafamilial tensions which produce, 
largely through unconscious role assignment, delin- 
quent behavior in children. As trusted advisor and 
counselor to the family, he may influence these fac- 
tors through psychotherapeutic maneuvers, through 
carefully prepared psychiatric referral, and through 
awareness of the strong effects of the doctor-patient 
relationship. As an important and influential citizen, 
the family doctor may contribute to community 
movement away from punishment and toward un- 
derstanding and treatment of the delinquent child 
and adult. 


University of California Medical Center (24). 
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Air-borne Infections.—Much effort has been expended in attempt to control air-borne transmis- 
sion. Important fundamental facts have been gained, particularly in respect to particle size. 
Air-borne spread of numerous mycotic infections has general acceptance. Notably more weight 
is given that mode in tuberculosis. It has an established place in Q fever and psittacosis. How- 
ever, initial enthusiasm in respect to common respiratory infections was stretched beyond rea- 
sonable limits, with inevitable reaction. The inability to devise practical methods for their 
control through attack on dust or droplet nuclei, although numbers of agents in the air could 
often be reduced, has resulted in diminishing enthusiasm about the general problem. Present 
day opinion supports that of Chapin expressed so many years ago, that spread by contact is 
the dominant consideration in the common respiratory diseases. If that is correct the observa- 
tion holds still more for other kinds of infection. But that is opinion, and quantitation is neces- 
sary, which marks the need for continuing studies. Too little is known of the variations from 
disease to disease and of the circumstances of exposure which determine significance in air- 
borne spread. The combined approach of clinic, laboratory and field study now gives method 
‘not available in 1935. There is need to work for better control methods, an obligation to define 
what is to be controlled, to add to understanding of pathogenesis, and to evaluate air-borne 
spread under the conditions inevitably to come with a changing world of infectious disease.— 
J. E. Gordon, M.D., and T. H. Ingalls, M.D., Preventive Medicine and Epidemiology—Con- 
tact and Air-borne Transmission of Infectious Agents, The American Journal of the Medical 
Sciences, March, 1957. 
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THE MISSION OF PREVENTIVE MEDICINE 


Brig. Gen. Edward J. Tracy (MC), U. S. A. F. 


It is of utmost importance that the medical pro- 
fession recognize its mission in the field of preven- 
tive medicine today and in the future. We are in 
the midst of an unprecedented age of technical 
progress; we are surrounded by tle end-products, 
intermediates, and by-products of our own industry. 
Furthermore, we are placing more and more of our 
population in an industrial environment, both at 
work and at home. The literature is full of references 
to the impact that these technical developments are 
having on the field of medicine—especially preven- 
tive medicine and its subspecialties. 

The challenge has been presented to us to exercise 
sound medical judgment in helping to shape the 
future, Our creed must continue to be one of max- 
imum service to mankind and our community. It is 
vital that we effectively utilize the relatively small 
number of medical personnel adequately trained in 
the field of preventive medicine. Such men must, 
for a time, act in the role of medical missionaries— 
educating medical students, fellow physicians, and 
others in the concepts of preventive medicine in our 
time. 

Subspecialty-Barriers 


The concentration of attention on the differ- 
ences between subspecialties may cause us, if we 
are not wary, to lose sight of the over-all mission of 
preventive medicine. It is only natural for a man to 
take pride in his area of special knowledge, but he 
should not let such pride make him blind to the 
need for broad knowledge in the over-all field. 

I would like to emphasize the need for crossing 
the subspecialty barriers whenever it appears that 
the over-all mission may be better served by so 
doing. For example, in the Air Force, it is obviously 
not practical to provide specialists in each preven- 
tive medicine subspecialty at every Air Force in- 
stallation. There just would not be enough special- 
ists to go around. Thus, the specialist in aviation 
medicine must be capable of supervising public 
health measures such as immunizations and epi- 
demiologic investigations. He should also be cap- 
able of solving problems in occupational medicine 
(occurring in ground support crews as well as air 
crews) by use of industria] hygiene surveys, the 
environmental health laboratory, and other means 
of evaluating and controlling toxicity. After all, even 
the best pilot cannot get off the ground if the plane 
does not receive proper maintenance. 


Surgeon, Headquarters Air Matériel Command, Wright-Patterson 
Air Force Base, Dayton, Ohio. 

Chairman’s address, read betore the Section on Preventive Medicine 
at the 106th Annual Meeting of the American Medical Association, New 
York, June 5, 1957. 


The specialist in public health must not be 
content to confine his interests to disease 
rate factors but must concern himself with 
the tremendous impact of an industrial en- 
vironment on our entire population, almost 
half of which is employed. The techniques 
of studying environmental hazards have had 
rather extensive use in industry and have 
also been used to advantage in public health 
problems such as atmospheric and water pol- 
lution and new food additives. In addition, 
however, the public health specialist must 
recognize the need for studying the means 
of lowering mortality and morbidity from 
accidents in the home and on the highway. 
Problems of electromagnetic radiation, 
noise, and other physical health hazards 
promise to become increasingly important 
community problems. 


Examples of Cross Utilization 


Commercial air transportation is being used more 
and more for industrial employees. Private aircraft 
are utilized in some companies, and there is an 
increasing need for the use of medical standards of 
aviation by the industrial physician. During the past 
three years, at Headquarters Air Matériel Com- 
mand, we have conducted symposiums on aviation 
medicine for physicians in the Air Force residency 
training program. I am pleased to note that more 
and more interest and participation in these meet- 
ings is evident among our civilian colleagues in the 
field of occupational medicine as well as in the field 
of aviation medicine. 

The increasing use of insecticides in aircraft as a 
means of controlling spread of insect vectors (or on 
the ground to control termites) has involved spe- 
cialists in public health in problems of aviation 
medicine on the one hand and toxicology (from con- 
tamination of water supplies for human or animal 
consumption ) on the other, The U.S. Public Health 
Service is providing occupational medicine coverage 
in a number of instances—e. g., cholinesterase deter- 
minations in workers in the fruit orchards in the 
state of Washington and studies on workers exposed 
to radioactivity in the process of mining uranium. 

Certainly every industrial physician must be inti- 
mately concerned with the tremendous costs of 
noneftectiveness in the work force resulting from 
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nonoccupational communicable diseases and in the 
detection of health trends by statistical methods— 
basically epidemiologic considerations. 

In general, we might state that the specialist in 
aviation medicine would benefit from greater famil- 
iarity with and utilization of certain personnel, tech- 
niques, and laboratories which the industrial physi- 
cian uses to support day-to-day activities. It would 
help the flight surgeon maintain better control of 
health hazards affecting crew personnel who fly the 
aircraft as well as ground support personnel who 
get the plane ready to fly. 

The specialist in public health must not be con- 
tent to confine his interests to disease rate factors 
but must concern himself with the tremendous im- 
pact of an industrial environment on our entire 
population, almost half of which is employed. The 
techniques of studying environmental hazards have 
had rather extensive use in industry and have also 
been used to advantage in public health problems 
such as atmospheric and water pollution and new 
food additives. In addition, however, the public 
health specialist must recognize the need for study- 
ing the means of lowering mortality and morbidity 
from accidents in the home and on the highway. 
Problems of electromagnetic radiation, noise, and 
other physical health hazards promise to become 
increasingly important community problems. Much 
of the significant work in all of these fields has 
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arisen out of specific occupational or aviation medi- 
cal problems which have been studied in private 
industry and in the armed forces. 


Maximum Utilization Necessary 


I have attempted to view afresh the challenge 
which has been presented to the medical profession 
and related sciences by the nature of our technical 
industrial progress. It is incumbent upon us, as indi- 
viduals and as a group, to accept this problem and 
to take steps towards its satisfactory resolution. Such 
steps must emphasize the maximum utilization of 
our existing personnel, techniques, and _ facilities 
rather than the creation of barriers within the pre- 
ventive medicine specialty. 

I believe that the action taken at the last annual 
meeting to change the name of the section from the 
Section on Preventive and Industrial Medicine and 
Public Health to simply the Section on Preventive 
Medicine indicates a very healthy trend. In addi- 
tion, the rotation of the chair between the sub- 
specialties can be used to broaden the concept of 
cross training in preventive medicine. I sincerely 
hope, for the sake of our country as well as our 
profession, that we in the preventive medicine spe- 
cialty will accept the challenge thrust upon us. If 
we will recognize the problem in the fullness of its 
scope, I feel that we will have made a very impor- 
tant step toward its solution. 


P. O. Box 102, Area “A,” Wright-Patterson Air Force Base, 
Dayton, Ohio. 


CLINICAL NOTES 


VENOUS THROMBOSIS SIMULATING ARTERIAL 
EMBOLIZATION WITH MAJOR GANGRENE 


John V. Waller, M.D., New York 


That venous thrombosis may mimic acute arterial 
thrombosis or embolism and produce major gan- 
grene of an extremity has been suggested by Ed- 
wards ' and by Scupham.’ The latter quotes Pringle * 
whose two cases, at pathological examination, 
showed post-traumatic venous thrombosis and pat- 
ent arterial systems. Since the arterial spasm which 
produced the ischemia and gangrene may have 
been post-traumatic and not solely secondary to the 
venous thrombosis, specific illustration of the specu- 
lation of Edwards and Scupham was lacking, The 
following case illustrates the clinical and pathologi- 
cal occurrence of isolated venous thrombosis pro- 
ducing arterial spasm and major gangrene of an 
extremity without the slightest clinical suggestion 
of disease of the vein. 


From ‘the Department of Medicine and the Vascular Clinic, Lenox 
Hill Hospital. 


Report of a Case 


A 60-year-old woman, in comma, was admitted to the hos- 
pital on Oct, 28, 1949. The patient had been in apparent good 
health until Oct. 21, when diabetes mellitus and atrial fibrilla- 
tion were discovered by her tamily physician. She was placed 
on a restricted diet and on therapy with digitoxin. Several 
hours prior to admission, she could not be awakened from an 
afternoon nap. Physical examination at the hospital revealed 
semi-coma, complete aphasia, and but slight voluntary motion 
of the eyes, left arm, and left leg. The blood pressure was 
140/70 mm. Hg. The heartbeat was totally irregular, with an 
apical rate of 68 beats per minute. Both dorsalis pedis arteries 
were palpable. The remainder of the physical examinations, 
except for neurological findings, was normal. The blood 
sugar level was 150 mg. per 100 cc. The electrocardio- 
gram revealed atrial fibrillation and digitalis eflect. The 
diagnoses were arteriosclerotic heart disease with atrial 
fibrillation, diabetes mellitus, embolization of the left 
middle cerebral artery, sensory and motor aphasia, and 
hemiplegia on the right. 
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In the ensuing 14 days the patient showed no signs of recov- 
ery. On the morning of the 15th hospital day, the nurse, while 
performing the usual morning care, noticed that the right leg 
from the knee down was cold. There was pallor, mottled with 
bluish areas. Examination confirmed these findings. The limb 
was cadaverous and cold. On elevation there was extreme pal- 
lor. Only the femoral pulse was detectable on the right side. 
There was no petechiasis, edema, or venous congestion. The 
left lower extremity was normal in all respects. Papaverine 
hydrochloride (65 mg.) was injected into the right femoral 
artery. This injection was followed by a right lumbar sympa- 
thetic block with procaine hydrochloride (Novocain). There 
was no change distal to the knee. 

Because of the patient’s very poor general condition and 
because of the irreversible changes in the right foot and leg, 
exploration for possible embolectomy was not attempted. Dur- 
ing the course of the next 10 days, extensive dry gangrene of 
the right foot and leg developed. At this time, a midthigh 


Section showing femoral vein occluded by organizing throm- 
bus and contiguous patent femoral artery at level of midthigh 
amputation, 


amputation was performed. The surgeon noted normal pulsa- 
tions of the femoral artery and moderate bleeding in spite of 
the use of the tourniquet. The patient died 10 days later. 
Autopsy was not performed. 

Pathological examination of the amputated leg showed that 
the femoral vein had been sectioned at operation through a 
solid (see figure) thrombus. This thrombus extended to the 
junction of the femoral and popliteal veins. The popliteal vein 
was normal. The venae comitantes of the named arteries were 
dissected and found patent and normal. There was extensive 
gangrene of the toot and of the lateral and medial aspects of 
the leg below the knee. The entire arterial system was explored 
and found to be normal. Dissection was carried out from the 
point of amputation down to and including the dorsalis pedis 
and posterior tibial arteries. 
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Comment 


Gangrene of part of an extremity from clinically 
evident massive thrombophlebitis is a rare, though 
well-known, occurrence.‘ This catastrophe may occur 
whether the peripheral arteries are pulsating or in 
spasm. In the former instance, the heart is merely 
pumping more blood into a circulatory tree from 
which there is no exit,” as all of the veins are occluded 
by the phlebitis. Venous thrombosis frequently gives 
rise to some degree of arterial spasm.° Whether this 
spasm is due to reflex through the sympathetic path- 
ways,’ perivenous inflammation affecting contiguous 
arteries,” vasoconstrictor substances released by the 
lysis of platelets,” to the local effect of serotonin,'’ or 
to a combination of these factors plus others as yet 
unknown is a matter for speculation. Lumbar sym- 
pathetic block and intra-arterial injection of tolazoline 
(Priscoline ) hydrochloride or papaverine are usually 
effective in the release of arterial spasm," but they 
were of no avail in the present case. 

Kinmonth '' found segmental traumatic arterial 
spasm completely resistant to sympathectomy, peri- 
arterial stripping, and intra-arterial medication. He 
discovered that exploration, followed by periarterial 
bathing with warm solutions of papaverine sulfate, was 
the only successful treatment. Perhaps arterial spasm 
secondary to venous thrombosis will respond to the 
same modality. Of course the cerebral vascular acci- 
dent in this case prevented early discovery of the 
ischemia at which time the measures employed might 
have been of some help. 

Gangrene of the leg was due to arterial spasm in 
the presence of unsuspected thrombosis of the femoral 
vein. Measures directed at relieving the arterial spasm 
were not effective. 


55 E. 72nd St. (21). 
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TREATMENT OF ORAL HISTOPLASMOSIS BY LOCAL INJECTION WITH NYSTATIN 


Harold Plotnick, M.D. 


Santo Cerri, M.D., Cincinnati 


As yet, no specific therapy for histoplasmosis has 
been developed clinically. The effective inhibitory 
nature of nystatin on Histoplasma capsulatum has been 
demonstrated both in vitro and in animals experi- 
mentally infected.’ On this premise, we injected nysta- 
tin solution directly into oral lesions of histoplasmosis 
and observed the gradual but complete disappearance 
of the localized disease process. 


Report of a Case 


A 78-year-old man was admitted to the Cincinnati Genera! 
Hospital on Sept. 13, 1955, with the history of firm “blisters” 
that had been appearing in his mouth since mid-July, 1955. 
There were no other subjective complaints. On physical exami- 
nation, this elderly man appeared thin but not ill. Examination 
of the oral cavity revealed multiple, firm, nontender, mucosa- 
covered nodules, which varied in size from 5 to 10 mm. in their 
greatest diameter. The lesions were distributed as follows: two 
nodules on the upper and one on the lower labial mucosa, one 
on the left buccal mucosa approximately 2 cm. lateral to the lip 
commissure (fig. 1A), and two on the middle of the left lateral 
border of the tongue (fig. 1B). The surfaces were smooth ex- 
cept for the buccal lesion, which had a superficial erosion but no 
bleeding points. Nasal, pharyngeal, and indirect laryngeal exam- 
ination failed to reveal any abnormalities. The remainder of the 
physical examination was essentially negative. 

The nodule from the lower labial surface was totally excised 
and submitted for histological studies. The pathologist’s report 
stated: “There is a chronic inflammatory infiltrate in the sub- 
mucosal region of the specimen with considerable histiocyte 
proliferation and giant cell formation. The histiocytes show his- 
toplasmal organisms. The Hotchkiss-McManus stain for fun- 
gus confirmed the presence of the latter.” 

The histoplasmin (1:1,000) skin test was read as 2+ in 72 
hours. The tuberculin test (first-strength purified protein deriva- 


tive was 2+ in 48 hours. The (1: 
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and coccidioidin (1:1,000) skin tests were both negative. The 
complement-fixation test for histoplasmosis was negative, Roent- 
genograms of the chest and spleen showed no signs of disease. 
The bone marrow studies revealed no evidence of organisms 
on either smear or culture. The stool guaiac test was negative. 
The hemogram and urine examinations were not remarkable. 
Liver-function studies were within normal values. 

Both lesions of the upper lip were completely excised, and a 
tissue press was prepared and stained by the Giemsa method. 
The smear showed typical histoplasmal organisms both within 
and outside of swollen macrophages (fig. 2). This tissue was 
also submitted for mycological culture. The latter grew out H. 
capsulatum organisms at room temperature in 10 days. 

On Oct. 18, 1955, freshly prepared nystatin for intravenous 
administration diluted in 5% glucose in water, representing 
2,000 units per milliliter, was injected below and into the buc- 
cal lesion until a ballooning effect was noted. Three days later 
(Oct. 21), some regression in the size of the lesion was evident. 
On Oct. 22, freshly prepared nystatin solution was again in- 
jected in a similar fashion into both the buccal lesion and the 
nodules on the lateral edge of the tongue. Marked pain was 
associated with the infiltration of the nystatin into the tongue 
lesions. All treated lesions slowly regressed. No control type of 
injection was used, Nystatin was again injected into the three 
nodules on Nov. 2, 1955. The patient was discharged from the 
hospital on Nov. 3. He was next seen in the dermatology out- 
patient dispensary on Nov, 29, 1955. At that time, the lesions 
in all three treated areas were progressively smaller. The pa- 
tient was seen on Dec. 14, 1955, and there were no signs of 
any disease process in the oral cavity. The patient was followed 
up at periodic monthly intervals after that, with no signs of 
recurrence (fig. IC and D). He continually refused to allow 
biopsy of the treated buccal area, The patient's case was pre- 
sented before the Cincinnati Dermatological Society as a follow- 
up study on May 2, 1956. There were no signs or symptoms of 
oral histoplasmosis at this time; however, the patient related 
that for the past month he had been losing weight and had 
become weaker. 

On May 14, 1956, he was readmitted to the Cincinnati Gen- 
eral Hospital. Roentgenograms of the chest revealed a mottled 
infiltrate in the left upper lobe. Skin tests with histoplasmin 
(1:1,000) and first-strength PPD were both positive in 48 
hours, Sputum studies were consistently positive for acid-fast 
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organisms. The patient was transferred to Dunham Tuberculosis 
Hospital on May 31. On June 14, 1956, the patient fell off a 
stretcher, went into a state of irreversible shock, and died. 

Dr. Black-Shaffer, of the department of pathology, summar- 
ized the postmortem examination as follows: “The gross autopsy 
findings were those of pulmonary edema and miliary tuber- 
culosis. Examination of the histologic preparations revealed a 
widespread but not very progressive miliary tuberculosis in the 
lungs. These took the form of isolated and small confluent tu- 
bercles, some with central caseation necrosis. The liver and 
spleen showed widespread epithelioid tubercle granulomas. In 
the sections of the heart, there was a tubercle present in the 
left atrium. Careful search for Histoplasma capsulatum was 
fruitless. Gridley stains, likewise, failed to reveal any recogniza- 
ble histoplasma bodies. The final diagnosis was only miliary 
tuberculosis.” 


Fig. 1.—A, nodule on left buccal mucosa with central erosion 
prior to treatment. B, nodules on left lateral margin of tongue 
prior to treatment. C, buccal mucosa five months post-treat- 
ment. D, left margin of tongue five months post-treatment. 


Comment 


Histoplasmosis, once an obscure fungous disease, 
is being recognized with increasing frequency, espe- 
cially in the endemic areas comprising southern IIlinois, 
Indiana, Iowa, Kansas, Kentucky, Missouri, Ohio, and 
Tennessee. H. capsulatum has been repeatedly re- 
covered from soil, Primarily for this reason, the dis- 
ease seems to be most frequently acquired by inhala- 
tion of spore-containing dust. It is not certain as to 
how the organism actually enters the body and local- 
izes in the skin or mucous membranes. Curtis and 
Grekin * state that, for the purposes of classification, 
histoplasmosis may be divided into two categories, 
according to whether the portal of entry is (1) pri- 
mary in the skin and adjacent mucous membranes or 
(2) systemic, via the respiratory or gastrointestinal 
system, with the cutaneous or mucosal lesions that do 
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occur due to secondary invasion. Silverman and co- 
workers * believe that the initial infection is in the 
lower respiratory tract and that dissemination can then 
take place to the skin and mucous membranes or to 
other organ systems, Silverman’s group feels that, if 
the skin or mucous membranes were the primary site, 
regional lymph node involvement would be more often 
encountered. 

Nodular, noduloulcerative, and vegetative lesions on 
the tongue, lips, buccal mucosa, hard and soft palate, 
larynx, or vocal cords are suggestive of histoplasmosis.* 
The tongue and larynx are most often involved by a 
granulomatous process, which frequently ulcerates.° 
The majority of such oral lesions occur in people over 
40 years of age.° 

One must consider carcinoma, syphilis, leishmania- 
sis, Vincent’s infection, leukemia, and Hodgkin’s dis- 
ease as well as other granulomatous ulcerative diseases 
in the differential diagnosis of oral histoplasmosis. 


Summary 


A patient with proved oral histoplasmosis was treat- 
ed by the local intralesional injection of nystatin, This 
was associated with complete disappearance of the 
treated areas. The patient later died, and the autopsy 
revealed miliary tuberculosis but no evidence of histo- 
plasmosis. 


1737 David Whitney Bldg., Detroit 26 (Dr. Plotnick). 


Fig, 2.—Tissue press demonstrating Histoplasma capsulatum 
organisms within swollen macrophages. (Giemsa stain. x 700. ) 


The nystatin used in this study was supplied by E. R. Squibb 
and Sons, New York. 
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AMMONIA CONTENT OF STORED BLOOD 


Julius R. Greenberg, M.D., Leonard D. Rosenman, M.D. 


and 


Alvin E. Lewis, M.D., San Francisco 


Numerous recent publications have attested the 
significance of elevations in the levels of ammonia in 
the circulating blood of patients with certain liver 
diseases.’ Stuporous phenomena have been observed 
when the ammonia-nitrogen level of blood has exceed- 
ed 200 mcg. per 100 ml. The blood of a healthy person 
contains minute amounts of ammonia, which increase 
when blood stands in an open container exposed to 
room air.’ In our laboratory, as in others, the ammonia 
level in the blood of a healthy person has been found 
not to exceed 50 mcg. per 100 ml. 

Stupor, or corna, occurs not infrequently during or 
following episodes of esophageal or gastrointestinal 
hemorrhage in patients with liver disease when there 
is interference with the passage of portal venous blood 
through the liver. It generally is agreed that a prime 
source of the increased ammonia content of the blood 
is the extravasated blood acted upon by the intestinal 
secretions and bacteria. Since treatment of the hemor- 
rhagic complications usually includes replacement 
transfusions, it has been suspected that stored blood, 
the usual source for transfusion, may contain toxic 
quantities of ammonia. Cincotti * observed a rise in the 
ammonia-nitrogen content of banked blood from a 
normal level of 9 meg. per 100 ml. to 900 meg. per 100 
ml. during three weeks of storage. 

A study of the formation of ammonia in decompos- 
ing blood in the San Francisco blood bank has been 
carried out in our laboratory. Sixteen pints of blood, 
collected and stored in the usual fashion, were sampled 
at intervals, 2 to 68 days after collection. The data 
are presented in the table and the figure. 

The ammonia determinations in this study were all 
made in duplicate with the Conway microdiffusion 
method * being used. Using a 10-minute absorption 
interval, we have confirmed Conway's finding that a 
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Ammonia-Nitrogen Content of Stored Blood Sampled at Intervals 
of Two to Sixty-eight Days After Collection 


Ammonia-Nitrogen 


Days After Content, Meg./100 
Blood Unit No. Collection, No. Mi. (Corrected) 
2 20 
5 178 
7 141 
7 124 
8 272 
& 371 
853 
i4 291 
15 447 
17 163 
An 403 
480 
68 482 


consistent proportion of the total is absorbed. Thus, 
in routine determinations the 10-minute interval was 
used with appropriate correction factors. A final cor- 
rection for temperature effect was made by subtracting 
(0.0054t-0.38 ) micrograms, with t being the centigrade 
temperature. All determinations were controlled by 
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simultaneous measurements on blanks and standard 
quantities of ammonium sulfate. The duplicate blood 
or serum determinations always checked within less 
than 2%. 
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Ammonia-nitrogen (NHN) content of stored blood sampled 
at various intervals. 
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The data demonstrate that the ammonia-nitrogen 
content increases with aging of the stored blood. At 
21 days, the maximum age of blood permitted for use 
for transfusion, the ammonia-nitrogen content of most 
samples of whole blood was under 250 meg. per 100 
ml. (see table and figure). That amount is much less 
than that found by Cincotti.’ The discrepancy may be 
explained by differences in methods of collection and 
storage or by variations in the techniques of measuring 
the ammonia. In view of both our data and Cincotti’s, 
the amounts of ammonia nitrogen that would be ad- 
ministered with 1,000 ml. of 21-day-old blood would 
exceed that of fresh blood by 2 to 8 mg., the equiva- 
lent of 6.6 to 30.4 mg. of ammonium chloride. Whether 
or not those extremely small quantities have clinical 
significance is debatable. 

The blood used in this study was supplied by the Irwin 
Memorial Blood Bank. 
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ATRIAL FIBRILLATION DUE TO ACCIDENTAL ELECTRIC SHOCK 
William H. Wehrmacher, M.D., Chicago 


Of the several causes of atrial fibrillation in man, 
electric shock has received only scant attention. A few 
previous Case reports demonstrate that the arrhythmia 
may result from accidental shock ' or as a complica- 
tion of electric convulsive-shock therapy.’ Patients so 
afflicted are naturally concerned about what the 
anticipated course of the illness may be. Physicians 
require knowledge of how it develops and how it can 
be treated. Those concerned with the adjudication of 
claims arising from such injuries need information 
about the prognosis. The following case demonstrates 
how electric shock may produce atrial fibrillation and 
that excellent functional recovery can follow such an 
accident. 

Report of a Case 

The patient, a 52-year-old lineman, on Sept. 2, 1954, was 
working astride a pole which supported high-tension electric 
wires. As he worked, he inadvertently assumed a position where- 
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by his left posterior thorax, wet with sweat and covered by 
only a cotton workshirt, touched a noninsulated 2,200-volt line 
above, while his right forearm simultaneously contacted a 110- 
volt line below, which was guarded by a weathered insulation. 
The contact was transient, caused him to jerk away, and pro- 
duced a buzzing sound heard by a nearby workman. The pa- 
tient continued to work and finished the job he was doing. 

When seen by the medical department of his employer's firm 
on the day after the accident, burns of about 1 mm. depth on 
the right arm and left posterior thorax were evident. An elec- 
trocardiogram (fig. 1) confirmed the examining physician's 
impression that the patient’s atria were fibrillating and that ven- 
tricular contractions were absolutely irregular. A second electro- 
cardiogram taken the same day showed persistence of the atrial 
fibrillation. The next electrocardiogram, taken Sept. 7, and all 
subsequent electrocardiograms showed that the abnormal 
rhythm spontaneously had reverted to normal. 


There was no suggestion that any disturbance of cardiac 
rhythm had ever occurred previously, either as observed by 
the patient himself, his private physician, or the employer's 
medical department. 

Examination on Sept. 10 was made to evaluate his cardiac 
status. His pulse was regular, normal in volume and contour, 
and beat 72 times per minute. Systolic blood pressure varied 
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between 140 and 146 mm. Hg and diastolic between 88 and 96 
mm. Hg. The retinal arteries showed very slight changes, cor- 
responding to a bare grade 1 (Keith and Wagoner) arteriolo- 
sclerosis. The walls of the medium-sized peripheral vessels were 
very slightly firmer than average. The lungs were normally 
resonant and the breath sounds normally vesicular bilaterally 
except for inconstant sticky rales at the lung bases. The heart 
tones were of good quality. No murmurs were audible. There 
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Fig. 1.—Standard lead 2 of electrocardiograms in case re- 
ported. The top graph, taken Dec. 20, 1946, shows a normal 
sinus rhythm. The second graph, taken Sept. 3, 1954, the day 
after the electric shock, shows atrial fibrillation with absolute 
irregularity of ventricular rhythm. The last complex from this 
graph represents a premature beat of ventricular origin, where- 
as all others are conducted beats from irregular atria. The last 
two graphs, taken Sept. 7, 1954, and Nov. 5, 1954, respectively, 
show return and persistence of a normal sinus rhythm. 


was a superficial burn on the right forearm and a multiple-base 
skin burn of about | mm. depth over the upper portion of the 
left scapula. 

The chest was examined by fluoroscopy. The heart was at the 
upper limit of normal size. The configuration of the heart, 
which lay rather transversely in the sthenic chest, suggested 
some prominence of the left ventricle. 

All electrocardiograms (fig. 1 and 2) known to have been re- 
corded from this patient were made available for study. The 
first electrocardiogram, a routine part of his employer's medical 
program, was made in 1946 when the patient was 44 vears old. 
It showed a normal sinus rhythm and normal conduction. In 
lead 3, the QRS was a W-shaped complex and the T wave was 
inverted. Because of the possibility that this abnormality might 
have resulted from a posterior myocardial infarction, a careful 
inquiry for suggestive symptoms was made, but the patient dis- 
claimed any. Electrocardiograms taken Sept. 3 (the day after 
the electric shock ) showed atrial fibrillation and occasional pre- 
mature beats, arising from at least two diflerent ventricular foci. 
At this time, the T wave was flat in lead 2 and inverted in 3 
and aVF. In leads 3 and aVF, there were initial Q waves, and 
in leads 2 and V6, there were tiny Q waves. Leads aVF and V6 
were not taken in 1946, so no comparison could be made. 
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On Sept. 7, the regular sinus rhythm had been restored, and 
there was less flattening of the T wave in lead 2 and less in- 
version of the T wave in leads 3 and aVF. There was no fur- 
ther change in the QRS complexes from that recorded on Sept. 
3. Such QRS changes might conceivably have resulted from 
previous damage of the posterior wall of the heart. No rela- 
tionship between the QRS changes and the electric shock could 
be established. The transient and limited repolarization changes 
are less than one would ordinarily associate with a recent in- 
farction of the myocardium but correspond well with these as- 
sociated with the onset of rapid heart action and arrhythmia. 
Subsequent tracings demonstrated continued normal rhythm. 

Atrial fibrillation discovered during the first examination after 
shock, its timely restitution to a normal sinus rhythm, its failure 
to recur as would be expected in paroxysmal atrial fibrillation, 
and its resemblance to other instances resulting from electric- 
convulsive shock therapy ? or accidental shock ' indict the elec- 
tric shock as the cause of atrial fibrillation in this case. 

Reexamination 10 months after the shock supported the pa- 
tient’s own contention that he was well. His blood pressure was 
144/90 mm. Hg and his pulse regular at 72 beats per minute. 
After 25 trips mounting and descending from a 9-in. step within 
three-quarters of a minute, his pulse rate rose to 90 beats per 
minute and returned to less than the resting rate (60 beats per 
minute) within three minutes after completing the exercise. 
A ballistocardiogram showed no significant abnormalities. The 
Huoroscopic appearance of the chest and heart was unchanged 
from that of 10 months previously. 

The patient continued well until last seen approximately two 
vears after the accident. No relapse or subsequent rhythm dis- 
turbance was observed. Although the employer changed the 
patient’s duty assignments to those which no longer required 
work with high-tension circuits or exertion, the patient had no 
cardiac symptoms. When not at work, he climbs stairs as readily 
as ever, does simple carpenter work on his home, and does 
some gardening. 
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Fig. 2.—Electrocardiograms (left) before and (right) after 
recovery from electric shock. 


Comment 
Electric shock may produce a great variety of in- 
juries, ranging from a simple unpleasant tingling 
sensation to sudden death. The nature and extent of 
the injury is determined by the intensity of the current, 
its frequency, its pathway through the body, and its 
duration. 
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The peculiar effects of electricity upon the heart 
have intrigued investigators since the time when only 
primitive sources of electricity were available. In the 
18th century Abilgaard * used the Leyden jar to pro- 
duce a shock of sufficient intensity to “kill” chickens 
which he subsequently would “revive” by a second 
countershock. More recent investigators have demon- 
strated that an electric stimulation of the animal 
heart may produce a variety of arrhythmias varying 
from a simple premature systole to ventricular fibrilla- 
tion. Although the latter has never been conclusively 
demonstrated to be produced by electrical stimulation 
of the human heart, and further study of this point is 
clearly needed, it is usually considered to be the mode 
of sudden death incident to electric accidents. 

The variety of cardiac responses to electrical stimu- 
lation depends not only upon an adequate intensity of 
the stimulation but also upon the phase of the cardiac 
evcle when it is applied. Nothing results from stimula- 
tion during the refractory phase alone. A short shock 
between beats usually produces a simple premature 
beat. A strong shock, occurring during the period of 
diminishing contraction of the ventricles (that is, cor- 
responding to the time of the T wave of the electro- 
cardiogram ) produces ventricular fibrillation in the 
animal * and commonly eventuates in its death. As the 
duration of an electric shock is increased, the chances 
that it will occupy this critical period of the cardiac 
cvcle increase, as does its lethal potency. 

Induction of fibrillation of the atrium of the heart 
by direct stimulation is ordinarily difficult. However, 
during simultaneous stimulation of the vagus nerve, 
the threshold of the atrium is reduced, atrial fibrillation 
is easily induced, and the fibrillation will persist after 
the direct stimulation is stopped.” This fact, known 
since shortly after the turn of the century, was clari- 
fied by Andrus, Carter, and Wheeler” in 1930, They 
demonstrated that vagus stimulation shortened the 
refractory period of the atrium: “Due, however, to 
the shortening of the refractory period consequent 
upon stimulation of the vagus, they [the shock 
stimuli] fell upon tissue which was excitable but in 
which conductivity had, presumably, not vet returned 
to normal.” In the case herein reported, a similar 
mechanism may be involved. Working in an ungainly 
position astride a pole certainly induces one to strain 
when changing position. Such straining accomplishes 
the essential features of the Valsalva maneuver, a 
potent natural method of increasing vagus tone. While 
this hypothesis does not lend itself to experimental 
confirmation, it is tenable and correlates the clinical 
situation observed with experimental studies. 

The favorable outcome observed here corresponds 
with previous reports. In most instances, the rhythm 
returns to normal spontaneously or after the adminis- 
tration of either digitalis or quinidine. The latter, 
pharmacologically, seems to be the drug of choice; 
but neither was necessary in the case reported here. 
In one case, reported by Hickl,"* the rhythm did not 


ATRIAL FIBRILLATION—WEHRMACHER 351 


revert to normal during a short period of observation; 
but one might conjecture that such could have been 
accomplished with treatment. 

The gratifying lack of evident cardiac sequellae like- 
wise corresponds to that in previous reports. Although 
the patient in our case has been protected by his 
employer subsequent to the accident, he has been 
none the worse for its occurrence. 


Summary 


Atrial fibrillation resulted from accidental electric 
shock received by a 52-vear-old lineman during his 
work. The altered rhythm reverted spontaneously to 
normal within a few davs. Recovery was apparently 
complete. 

Addendum 

In July, 1957, the patient’s work record was re- 
viewed. He was continuing to work full time. His 
only absences from work subsequent to the accident 
were the few days incident to healing of the skin 
burn and a period of nine davs after an automobile 
accident in 1955. 

670 N. Michigan Ave. (11). 
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ASIAN INFLUENZA 


N THIS issue of THe JourNAL (page 

356) the nine-man Special Committee on 

Influenza of the American Medical Asso- 

ciation publishes its first comprehensive 
report on the Asian influenza situation. The con- 
clusions arrived at are the result of several meetings 
in Washington, D. C., with U. S. Public Health 
Service officials, a special meeting with the State 
and Territorial Health Officers Association, indi- 
vidual and group consultations with experts in the 
field of communicable diseases, and, finally, meet- 
ings of subcommittees and the Committee itself, to 
draw up the final statement. 

The Committee was guided in part by the corre- 
spondence and many questions received by THE 
JourNAL, and other A. M. A. departments, which 
helped to direct the final draft toward a practical 
all-encompassing reference. While the special re- 
port is as up to date as it is possible to publish at 
this time, the Committee is aware that any change 
in the incidence of reported cases, or in the viru- 
lence of the virus, might warrant a completely new 
approach toward the disease. 

As of now, however, the clinical course of the 
disease remains moderate. There have been very 
few deaths reported from the disease itself. Where 
secondary bacterial infections do develop, it is an- 
ticipated that adequate chemotherapy will lessen 
the severity of such sequelae, The probability of an 
epidemic of Asian influenza this fall or winter is 
great, but a satisfactory vaccine has been devel- 
oped, which should prevent the loss of essential 
community services due to the disease. 

There is a difference of opinion concerning the 
dosage for adults. While the consensus favors 1 ce. 
subcutaneously, some believe that 0.1 cc. intracu- 
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taneously is adequate, especially since it reduces 
the severity of reactions. Even some laboratory 
studies are reported to support this belief, Further- 
more, since many believe that the dose should be 
repeated within two weeks regardless of how it is 
administered, there is argument that the intracu- 
taneous route will conserve supplies. However, un- 
til more data are available the physician will have 
to determine for himself how it should be given 
to his individual patients. He must not forget, 
though, that this vaccine is made from viruses grown 
on eggs, and patients who have a history of allergy 
may experience unusually severe reactions. Addi- 
tional studies are now under way, vaccine produc- 
tion is being increased rapidly, and purity and po- 
tency of preparation are being closely examined. 
As information on these subjects becomes available 
it will be reported from time to time in THE Jour- 
NAL. 


KENTUCKY'S PIONEER PLAN 


Four-way cooperation on a “doctor for your com- 
munity” program in Kentucky might well be exam- 
ined by other states whose own rural areas suffer 
from poor distribution of physicians. In the Organi- 
zation Section of this issue (page 355) is a briet 
report describing how the Physicians Placement 
Service of the Kentucky State Medical Association, 
the Board of the Rural Kentucky Medical Scholar- 
ship Fund, the University of Louisville School of 
Medicine, and the state general assembly are work- 
ing together to bring adequate medica] care to 
communities which previously had failed to find 
physicians. 

It is a cooperative program in the truest sense— 
bringing out the best efforts of medical educators, 
practicing physicians, medical association officials, 
businessmen, lay organizations, civic leaders, state 
legislators, and other Kentuckians. The program 
offers qualified medical students at the University 
of Louisville School of Medicine two financial in- 
ducements to practice in certain areas which are in 
critical need of doctors: full-tuition loans at the rate 
of $900 a year, and/or full refunds of past tuition 
payments. 

The loan fund is financed by contributions from 
physicians, lay groups, and individuals, and grants 
of the general assembly. The state legislators also 
have voted to spend up to $500,000 a year in tuition 
refunds for University of Louisville School of Medi- 
cine alumni who practice in designated communities. 

The two-pronged plan as it succeeds in Kentucky 
is not necessarily a panacea for other states which 
face isolated community doctor shortages. But it 
does illustrate that cooperative action at the 
state level might be the catalyst which accelerates 
solution to a physician maldistribution problem 
which knows no specific boundaries. It is an ex- 
perience worth study, an experiment worth praise. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


As you may know, the House of Delegates of 
the American Medical Association at the Annual 
Meeting last June in New York reaffirmed its long- 
standing opposition to the compulsory coverage 
of physicians under the Old-Age and Survivors In- 
surance provisions of the Social Security Act. 

At the June, 1957, New York meeting the House 
of Delegates also recommended a stepped-up in- 
formational program designed to reach every mem- 
ber of the Association and to explain the reasons 
underlying the position of the House on this issue. 
In the weeks and months ahead, theretore, I urge 
vou to give careful attention to all educational 
materials dealing with Social Security coverage for 
physicians. 

It has become more than ever imperative tor phy- 
sicians to study this subject closely because, for the 
past vear or more, the Committee on Social Security 
for Physicians of the Physicians Forum has been 
confusing the issue with a barrage of dubious propa- 
ganda. The Physicians Forum, as many of you will 
recall, was the only American medical organization 
which supported national compulsory health insur- 
ance during the 1949-1952 debate on that proposal. 
Now, in 1957, many doctors question whether the 
Physicians Forum is really interested in OASI bene- 
fits for the profession or is actually concerned with 
that subject only as a stepping stone to help acceler- 
ate further expansions of the over-all Social Se- 
curity system. 

This is no mere academic question. It involves 
the consistency of the medical profession's historic 
position on the broad issue of individual enterprise 
versus government-planned security. In recent years 
our profession, probably more than any other single 
group, has resisted the socialist trend in this country 
and has stoutly defended the qualities of self- 
reliance and individual initiative. 

We must bear in mind that the Social Security 
system, which some physicians would like to join, 


is the very same mechanism through which the 
American medical profession could eventually be 
socialized. Already enacted as amendments to the 
Social Security Act are the waiver of premium for 
disabled workers and the payment of OASI bene- 
fits at age 50 to persons with so-called permanent 
and total disability. Already proposed as amend- 
ments to the Social Security Act are the lowering or 
elimination of the age-50 qualification for perma- 
nent disability benefits, cash payments for the de- 
pendents of disability beneficiaries, cash benefits for 
temporary disability, “free” hospital care for OASI 
pensioners over 65, full-fledged national compulsory 
health insurance, and a wide variety of other ex- 
pansions. 

If physicians ever requested coverage for OASI 
benefits, would they not be placing themselves in 
a more difficult position to oppose many future 
proposals which would directly affect the shape 
of medical practice and medical care? Would they 
not be vulnerable to the charge that thev are willing 
to accept a little bit of socialism for a personal 
financial benefit, but are opposed to other bits of 
socialism designed for the general public? These 
are among the many questions which physicians 
must decide in the immediate future. 

They also must become intormed about a variety 
of practical considerations. For example, is the So- 
cial Security system on a sound actuarial and finan- 
cial basis, particularly in view of its tremendous 
future liabilities? Is it “insurance,” offering a speci- 
fied contract with stated premiums and guaranteed 
benefits? What is the truth about the “trust fund”? 
How many physicians would ever benefit trom the 
retirement provisions under OASI? 

When physicians study the answers to these and 
other questions, | am confident that the Association's 
policy will be upheld by an overwhelming majority. 


Davin B. AttMaAN, M.D., Atlantic City, N. J. 
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ORGANIZATION SECTION 


SOCIAL SECURITY DISABILITY PROGRAM 


The Committee on Medical Rating of Physical 
Impairment of the Board of Trustees reports the 
following recent developments in the Old-Age and 
Survivors Insurance disability program under the 
Social Security Act. 

On July 17, 1957, President Eisenhower signed 
Public Law 109, which makes two changes in the 
program. These changes are: 

1. The filing period is extended to July 1, 1958, 
during which applications for benefits may be made 
and the beginning period of an applicant's disability 
may still be established as early as the actual onset 
of disability provided all other requirements of the 
law are met. This change will benefit those individ- 
uals whose disability began some time ago and who 
did not apply for benefits before the previously 
established date of July 1, 1957, despite extensive 
efforts to publicize the need for timely filing. 

2. Benefits will be paid concurrently to eligible 
veterans receiving compensation by the Veterans 
Administration for service-connected disability. 

On June 30, 1957, the first regulations pertaining 
to disability under this program were published 
in the Federal! Register ( prge 4362, vol. 22, number 
119): 


Meaning of disability; benefits based on disability 

(a) Among the requirements an individual must meet to 
be entitled to disability insurance benefits, or to child’s in- 
surance benefits after attainment of age 18, is that he be 
unable to engage in any substantial gainful activity because 
of a medically determinable impairment and that his im- 
pairment be expected to continue for a long and indefinite 
period of time, or to result in death. 

(b) In determining whether an individual’s impairment 
makes him unable to engage in such activity, primary con- 
sideration is given to the severity of his impairment. Consid- 
eration is also given to such other factors as the individual's 
education, training and work experience. 

(c) It must be established by medical evidence, and 
where necessary by appropriate medical tests, that the ap- 
plicant’s impairment results in such a lack of ability to per- 
torm significant functions—such as moving about, handling 
objects, hearing or speaking, or, in a case of mental impair- 
ment, reasoning or understanding—that he cannot, with his 
training, education and work experience, engage in any kind 
of substantial gainful activity. 

(d) Whether or not the impairment in a particular case 
constitutes a disability is determined from all of the facts of 
that case. Examples of some impairments which would or- 
dinarily be considered as preventing substantial gainful ac- 


tivity are set out in paragraph (e) of this section, The 


existence of one of these impairments (or of an impairment 
of greater severity ), however, will not in and of itself always 
permit a finding that an individual is under a disabilty as 
defined in the law. Conditions which fall short of the levels 


of severity indicated must also be evaluated in’ terms of 
whether they do in fact prevent the individual from engaging 
in any substantial gainful activity. 

(e) The examples are: 

(1) Loss of use of two limbs. 

(2) Certain progressive diseases which have resulted: in 
the physical loss or atrophy of a limb, such as diabetes, 
multiple sclerosis, or Buerger’s disease. 

(3) Disease of heart, lings or blood vessels which has 
resulted in major loss of heart or lung reserve as evidenced 
by X-ray, electrocardiogram or other objective findings so 
that, despite medical treatment, it produces breathlessness, 
pain or tatigue on slight exertion, such as walking several 
blocks, using public transportation or doing small chores. 

(4) Cancer which is inoperable and progressive. 

(5) Damage to the brain or brain abnormality which has 
resulted in severe loss of judgment, intellect, orientation or 
memory. 

(6) Mental disease (Ce. g., psychosis or severe psycho- 
neurosis ) requiring continued institutionalization or constant 
supervision of the affected indvdual. 

(7) Loss or diminution of vision to the extent that the 
affected individual has central visual acuity of no better than 
20/200 in the better eve atter best correction, or has an 
equivalent concentric contraction of his visual fields. 

(8) Permanent and total loss of speech. 

(9) Total deatness uncorrectible by a hearing aid. 

(f) Under the law, an impairment must also be expected 
either to continue for a long and indefinite period or to 
result in death. Indefinite is used in the sense that it cannot 
reasonably be anticipated that the impairment will, in the 
foreseeable future, be so diminished as no longer to prevent 
substantial gainful activity. Thus, for example, an individual 
who suffers a bone fracture that has prevented him from 
working tor an extended perod of time will not be consid- 
ered under a disability if his recovery can be expected in the 
toresecable future. 

(g) Impairments which are remediable do not constitute 
a disability within the meaning of this section. An individual 
will be deemed not under a disability if, with reasonable 
effort and safety to himself, the impairment can be dimin- 
ished to the extent that the individual will not be prevented 
by the impairment from engaging in any substantial gainful 
activity. 


SAFETY CONGRESS 

The physicians of America will again join in pre- 
senting a program this fall at the National Safety 
Congress in Chicago. The A. M. A. Council on 
Industrial Health will co-sponsor a session, concern- 
ing vision in industry, with the American Society of 
Safety Engineers and the National Safety Council 
occupational health nursing section. Among. the 
topics to be covered in the discussion of ocular 
safety programs are visual ability to meet job re- 
quirements, ocular protection, and proper first aid 
for ocular injuries. This program will be held on 
Thursday morning, Oct. 24, at the Congress Hotel. 
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PUBLICIZED TREATMENT FOR 
AMYOTROPHIC LATERAL SCLEROSIS 
DISCOUNTED 


Major John T. Godfrey, U.S. A. F., reserve officer 
in the United States Air Force, is a victim of Lou 
Gehrig’s disease, technically known as amyotrophic 
lateral sclerosis. Major Godfrey was flown to 
Schwenningen, West Germany, in early June, 1957, 
for treatment by Dr. Arthur Boss in that city. There 
was considerable newspaper, radio, and television 
coverage of this, and this coverage led to interest 
on the part of patients with similar diseases con- 
sidering going to Germany for treatment by Dr. 
Boss. There were numerous inquiries regarding this 
treatment addressed to the National Institutes of 
Health, the surgeon general of the Air Force, and 
the American Medical Association, and members 
of Congress were besieged by their constituents. 
Because of this the surgeon general of the Air Force 
and the American Medical Association, Washington 
Office, requested that Dr. Francis M. Forster, while 
he was in Europe, visit Major Godfrey and Dr. Boss 
in Schwenningen. This visit had the approval of 
the German government in Bonn. 

Dr. Forster is a member of the A. M. A.’s Council 
on Mental Health and of the Section on Nervous 
and Mental Diseases. He also is dean and professor 
of neurology at Georgetown Medica! School and 
president of the American Academy of Neurology. 
In addition, he serves as a consultant in neurology 
to the surgeon general of the U. S. Air Force. On 
July 17 Dr. Forster visited the German doctor, 
Arthur Boss, in his clinic at Schwenningen, West 
Germany, and later prepared the following state- 
ment for the U. S. Air Force and the American 
Medical Association: 

Not having seen Major Godfrey professionally prior to 
July 17, 1957, | am at somewhat of a disadvantage in evalu- 
ating the possible effects of the therapeutic regime. However, 
Major Godfrey definitely presents at this time the classic 
clinical picture of amyotrophic lateral sclerosis, and there 
is no objective evidence of recovery from his neurological 
deficit. Dr. Boss is himself cautious and to quote him he is 
“skeptical.” Dr. Boss will not divulge the nature of his 
treatment, and this is quite difficult to understand since 
physicians from ancient times are bound by the Oath of 
Hippocrates to share their knowledge with other physicians, 
and in modern times this is accomplished through writings in 
medical journals and by presentations at medical meetings. 
Dr. Boss states he has been using his treatment for 16 years 
but he has failed to publish it. It is unfortunate that Dr. Boss 
has not seen fit to present his therapy at the International 
Congress of Neurology being held at Brussels next week. 
I am advised that the lack of disclosure of therapeutic meth- 
ods is contrary to the principles of the German Medical 
Societies. While the treatment has been employed by Dr. 
Boss for 16 years, he has not controlled his studies nor has he 
used precise, scientific follow-up procedures to evaluate his 
results. He states that he has “heard from patients two to 
three years after treatment” and he has concluded from this 
that they are cured. 
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The entire medical profession and scientific societies hope 
and strive for the successful treatment of crippling diseases. 
This disease in particular has long been a target for neuro- 
logical research and efforts. The possibility that Dr. Boss’ 
treatment will succeed is remote; however, and to quote 
Dr. Boss “it can be a very dangerous treatment,” and “it is 
not always successful.” Since the treatment can be dangerous, 
it is not yet accepted nor indeed divulged and has not been 
scientifically evaluated. Treatment of larger numbers of 
patients is definitely contra-indicated at this time. 


“DOCTOR FOR COMMUNITY” PROGRAM 


The first physician to be refunded medical school 
tuition under a new “doctor for your community” 
program is J. W. Walker of Mount Vernon, Ky. 
Early last month he received a check for $900—half 
the tuition paid toward his graduation from the Uni- 
versity of Louisville School of Medicine in 1945— 
because he chose to practice in Rockcastle County, 
which had been in critical need of medical care. If 
Dr. Walker remains in Mount Vernon, and that was 
his intent, he will receive another $540 next year, 
and the balance of his tuition, $360, the following 
vear. 

Any University of Louisville Medical School grad- 
uate is eligible to participate in this program set up 
by the school and the Kentucky general assembly, 
which has voted to grant up to $500,000 a vear in 
state aid to bring more adequate medical care to 
designated rural areas. This month Dr. Robert E. 
Cornett of Jackson, Ky., was scheduled to receive 
$1,600, the first refund installment of his four-year 
tuition, for practicing in Breathitt County. ( Tuition 
had increased in the 10 years since Dr. Walker 
graduated. ) 

Refund of tuition is one of two pioneer programs 
being pursued by organized medicine to relieve a 
shortage of physicians in certain “critical” areas of 
Kentucky, The state medical association is also co- 
sponsoring (with the University of Louisville Schoo] 
of Medicine and the Board of the Rural Kentucky 
Medical Scholarship Fund, headed by Dr. C. C. 
Howard) a loan plan for qualified medical students 
at the school. Under this project, benefiting 17 new 
students for the new academic year, annual loans 
of $900 are made. They are to be repaid at 2% inter- 
est after graduation, but if the borrower then prac- 
tices in one of 10 rural Kentucky counties in dire 
need of medical care, the yearly loans are succes- 
sively forgiven for each year of practice. 

“Counting interest on the total loan, plus the $3,- 
200 tuition refund,” said Dr. Howard, “a medical 
student now can get a total of about $7,000 if he 
practices in a critical area of the state.” 

During the past decade the scholarship fund has 
benefited more than 100 students through over 
$200,000 in finances contributed by physicians, other 
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individuals, and organizations in Kentucky; last year 
the state general assembly appropriated its first an- 
nual $25,000 for the fund. Applicants need not be 
native Kentuckians—recipients this fall at the Uni- 
versity of Louisville School of Medicine include one 
youth from Indiana and a young woman from Cali- 
fornia (who heard about the loan plan from the 
American Medical Association ). 

The state medical association’s Physicians Place- 
ment Service committee, headed by Dr. Delmas M. 
Clardy of Hopkinsville, makes available to inquir- 
ing doctors a descriptive list of Kentucky communi- 
ties which need help in securing medical service. 
(See editorial on page 352 of this issue. ) 
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A. M. A. PREPARES LIABILITY KITS 


For use in claims prevention and claims review 
programs, the A. M. A. Law Department is making 
available to each state medical society a packet 
of materials dealing with medical professional 
liability. The kit will contain reprints from the 
“Medicine and the Law” section of THE JoURNAL 
which deal with statutes of limitation, court deci- 
sions, and res ipsa loquitur. The results of an 
opinion survey and a report on medical profes- 
sional liability case histories—keyed to each state 
—will also be included. Distribution is slated for 
Oct. 1. 


SPECIAL COMMITTEE ON INFLUENZA 


ASIAN INFLUENZA—A SPECIAL REPORT TO PHYSICIANS 


The following report, prepared by a subcommittee consisting of Drs. Cortez F. Enloe Jr., 
Chairman, New York; Max L. Lichter, Detroit; and David Henry Poer, Atlanta, Ga., in con- 
sultation with the Surgeon General, U. 8. Public Health Service, is presented for the guidance 
of the medical profession by the A. M. A. Special Committee on Influenza and has been au- 


thorized for publication in THe JouRNAL. 


The A. M. A. Special Committee on Influenza has 
arrived at the following conclusions: 

a. The probability of an epidemic of Asian in- 
flenza this fall or winter is great; 

b. The United States population has no natural 
immunity to this type of influenza; 

c. The most. satisfactory vaccine possible has 
been developed; 

d. The supply of this vaccine should soon be ade- 
quate to protect essential national services; 

ce. The vaccine is safe, except in patients with 
known allergy to eggs; 

t. The course of the disease is moderate, in most 
patients, and there have been very few deaths re- 
ported due to the disease; 

g. It is possible, but not probable. that the dis- 
ease Will increase in virulence; and 

h. Chemotherapy is not considered effective in 
uncomplicated influenza cases. If secondary bac- 
terial infection should result as a complication, it is 
anticipated that adequate antibiotic or sulfonamide 
therapy will lessen the seriousness of sequelae. 

The occurrence of the “influenza epidemic” was 
first reported in the New York Times on April 17, 
1957. At the suggestion of the Walter Reed Army 
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Institute of Research, the 406 Medical General Lab- 
oratory of the Army in Japan was ordered to in- 
vestigate the Hong Kong outbreak and within 30 
days the responsible virus was isolated and iden- 
tified as a new and different strain. In another 30 
days (by late June), the first batch of vaccine had 
been manufactured by the Walter Reed Army In- 
stitute of Research and delivered to the National 
Institutes of Health, Public Health Service, for test- 
ing. This is a record to be proud of. 

The history of epidemics of influenza shows that 
this virus generally does not change in virulence 
during an epidemic, As Dr. M. R. Hilleman of 
Walter Reed Army Institute of Research, who iden- 
tified the Asian strain of the virus, has reported, the 
capacity for continuous and progressive alteration 
in antigenic composition is essential to the survival 
of influenza virus in the partially immune human 
host population. Because of this constant change, 
which at times may be very great, the physician 
with many cases of influenza must maintain prudent 
vigilance and the virologist must “sleep with one 
eye open.” Having studied the behavior of the 
present virus, most authorities agree that the mor- 
tality in the first epidemic of Asian influenza will 
be low. However, physicians must recognize that we 
are dealing with an agile, chameleon-like micro- 
organism which could return in a different guise 
after a brief pause for change of character—just as 
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it apparently did in the mild epidemic of the spring 
of 1917 and the catastrophic invasion in the winter 
of that same year. 

A study of the world epidemiology patterns of 
Asian influenza and the confirmed outbreaks in the 
United States thus far leads to the inescapable con- 
clusion that the country has been well seeded. 

The Asian influenza was initially observed in 
Hong Kong. Then, Malaya, India, and the Philip- 
pines were hard hit; then Taiwan; then Japan. Dur- 
ing this time, it appeared in U. S. Navy personnel 
who had visited these areas. By now, it has occurred 
in most countries, but not yet in epidemic propor- 
tions in all of them. 

Here are a few case histories of how Asian in- 
fluenza has spread, given to the Committee by C, C. 
Dauer, M. D., chief of the National Office of Vital 
Statistics. 


A girl who attended a conference in Davis, California, 
where influenza broke out, traveled by train with others from 
that State to a conference in Grinnell, lowa. The girl became 
ill before reaching her destination, and about a dozen of her 
fellow travelers were the first of about 200 cases that de- 
veloped within a few days in Grinnell. A similar illness de- 
veloped in many of the 1,700 delegates after leaving the 
conference. In another instance, a group of 35 foreign ex- 
change students and two chaperones left San Francisco by 
bus for New York. Eighty percent of them were ill on or 
after their arrival in Salt Lake City. They were housed in 
private homes in Salt Lake City and 14 of the household 
contacts subsequently had influenza-like illnesses. A small 
group attending a religious conference in Kentucky ex- 
perienced an outbreak of influenza. Delegates came from a 
number of States, but the first to become ill were those from 
Calitornia. The story of influenza at the Boy Scout Jamboree 
at Valley Forge, Pennsylvania, is still unfolding. Several 
scouts in a contingent from California were ill on board a 
train to New York and others developed respiratory infec- 
tions after their arrival. The infection was mild, and doubts 
were expressed that the illness was influenza. Other cases of 
respiratory infection occurred at the Jamboree, at least one 
or two in nearly every State group. By the time the Jamboree 
ended, it was known from laboratory reports that influenza 
was present in the California group of cases and, as expected, 
many cases developed among various groups after the Jam- 
boree. The fifth and last outbreak traced to California was in 
Corpus Christi where Navy personnel or their dependents 
developed the disease following the transfer of about 20 
persons from San Diego. In the latter area, there had been 
an outbreak among recruits of the training station. Each of 
the five outbreaks described very briefly above has been 
confirmed by isolation of influenza type A viruses which were 
antigenically similar to the new Asian strain. 

Two other illustrations can be given which show very 
clearly how influenza infection has been carried from one 
country to another. Such pathways were seldom traced in 
previous epidemics. 

About 10 days after a number of U. S. Navy vessels had 
visited Valparaiso, Chile, an outbreak began in that country. 
Influenza-like illness had occurred on board at least one 
vessel, and one of them had come from a port in the United 
States where an outbreak of influenza had occurred. The 
epidemic began about July 22nd in Santiago and Valparaiso 
and, in the course of the next two or three weeks, about 25 
to 30 percent of the population in cities were estimated to 
have been affected. About August Ist, crew members of a 
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Chilean airline arrived in Miami, Florida, ill with influenza. 
Thus, the infection seems to have been carried from the 
United States to Chile and then brought back. The other 
instance concerns a group of foreign exchange students from 
several countries who arrived in New York earlier this month. 
Forty-four Turkish students traveled by train to western 
Europe. Cases of influenza developed in the group when they 
reached Belgrade and _ still others when they arrived in 
Vienna. A group of Austrian students boarded the train in 
Vienna and accompanied the Turkish students to Rotterdam. 
Because of the illness among them, the Turkish students 
were refused passage on a ship that was to take all of the 
students to New York. They arranged for passage on a plane 
and on arrival in New York, 9 more of them were ill. Five 
days later, the ship that carried about 650 students as tourist 
class and 200 other passengers arrived in New York with 50 
active cases of influenza. Illness on the ship began in the 
Austrian contingent, and 150 to 200 were ill at some time 
during the voyage from Rotterdam, There was only one case 
in the nonstudent passengers and one in a crew member. 
Sick students were isolated in quarters after debarking in 
New York. One of them—a 17-year old boy from Greece— 
later showed signs of pneumonia and circulatory failure. He 
was hospitalized and died within 24 hours. Postmortem ex- 
amination revealed a hemorrhagic pneumonitis. A coagulase 
positive staphylococcus was isolated from lung tissue, and 
an Asian strain of influenza A virus was recovered from lung 
and heart tissues. Four students who proceeded from New 
York to their destinations in New Hampshire, New York 
State, and California were reported to have developed in- 
fluenza-like disease on arrival. 

The lesson to be learned from these experiences 
is that the disease will cross national and _ state 
boundaries no matter what controlled measures are 
taken and it cannot be stemmed in communities by 
closing schools or other places of assembly. 

Vaccination is the only means available today for 
the control of Asian influenza. To this end, a re- 
markable and prodigious effort has been put forth. 

Recognizing that Asian influenza is an air-borne 
virus infection that cannot readily be controlled by 
the usual preventive measures, mindful of the 
efficacy of the vaccine, and aware of the problem 
of supply and distribution, the Special Committee 
on Influenza urges each physician to be guided, 
insofar as possible, by the following routine: 

1. Preferably give 1 cc. of vaccine subcutaneously 
to adults. 

2. The intracutaneous administration of 0.1 ce. 
may be used in lieu of the above-described method. 

This vaccine contains 200 CCA (chick-cell-egg- 
agglutination) test units per cubic centimeter, Sig- 
nificant adverse reactions have been rare, according 
to the U. §, Public Health Service, although pain at 
the site of injection commonly occurred in 700 test 
patients. Of these, only one missed a day’s work. 
The vaccine should not be administered to persons 
sensitive to eggs. Persons who are known to be al- 
lergic to eggs or chicken feathers may react unfav- 
orably. Reactions among the aged are no more fre- 
quent than in other adults; however, the physician 
should give special consideration to very old pa- 
tients with existing illness. 
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The Committee endorses the recommendations of 
the American Academy of Pediatrics concerning the 
administration of the influenza vaccine to children: 

For preschool children (3 months to 5 years): 0.1 
ce, intradermally or subcutaneously, repeated after 
an interval of one or two weeks. 

For children 5 to 12 years of age: 0.5 ce. subcu- 
taneously, repeated after an interval of one to two 
weeks. 

For children of 13 years of age and older, the dose 
for adults (1.0 cc. subcutaneously in a single injec- 
tion) may be used. 

Although some individual physicians may have 
access, on occasion, to an adequate supply of the 
vaccine for their patients, the Committee hopes they 
will be reminded the vaccine is in short supply. For 
this reason, the Committee endorsed and adopted 
a resolution passed by the State and Territorial 
Health Officers in a meeting on Aug. 28, 1957, in 
Washington, D. C., which was referred to the Sur- 
geon General, Public Health Service, for considera- 
tion, That resolution, dealing with the establish- 
ment of priorities to be given in the administration 
of the vaccine, recommended that priority be given 
to: 

(1) Those individuals whose services are neces- 
sary to maintain the health of the community 

(2) Those individuals necessary to maintain other 
basic community services 

(3) Persons with tuberculosis and others who in 
the opinion of the physician constitute a special 
medical risk 

The above recommendation is merely a guide and 
should be considered in the light of local conditions 
and situations. Certain local and state societies, 
alert to the problem, have already established prior- 
ity groups in slightly different versions which the 
Special Committee recognizes as meeting problems 
peculiar to the involved areas. 

Vaccine will be available in limited amounts for 
the next 30 days, and the prospects are that the 
supply will be larger after that time. Until such time 
when the supply of vaccine is adequate, the free 
and voluntary cooperation of each physician in ad- 
hering to locally established priorities is essential 
to the protection of the nation’s health and vital 
services, 

The Committee again emphasizes and urges each 
constituent medical society to take the lead in plan- 
ning now, if they have not already done so, to meet 
the emergency problems of a possible influenza 
epidemic. A number of state medical societies are 
utilizing their state emergency medical service com- 
mittees, since they are uniquely prepared and or- 
ganized for emergency situations. 
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In the formulation of local plans, consideration 
should be given to expanded professional care 
through the utilization of all medical personnel, re- 
gardless of type of practice. Plans should include 
mobilization of other professional resources, such 
as nurses, nurses’ aides, pharmacists, appropriate 
health and lay groups, and others. Action to make 
full use of hospital facilities should be explored, 
such as curtailment of elective surgery, diagnostic 
studies, etc. The Committee recommends that state 
and local programs be coordinated with public 
health agencies and state and local health depart- 
ments. There should be close cooperation concern- 
ing diagnosing and reporting influenza cases. Joint 
planning may be advisable in many areas. 

It is evident from experience gained in poliomye- 
litis outbreaks that the public looks to the medical 
profession and public health officials for leadership 
in these emergency situations. Each community 
should make a serious study of available resources 
and facilities and have suitable informational and 
educational programs to cope with epidemics that 
might occur. Constituent medical societies should 
take appropriate action to acquaint the general pub- 
lic with the plans and operational fecilities being 
readied by the profession to cope with the emerg- 
ency problems and should reassure them that there 
is no cause for alarm concerning an influenza out- 
break in view of the fact that the illness is of short 
duration, it is generally mild and with few compli- 
cations, and it has a very low mortality rate. Great 
reliance must, of necessity, be placed on home care 
in view of the high incidence rate which may be 
anticipated. Medical societies should plan for the 
dissemination of information to the public on symp- 
toms and home care of patients. 

In considering the disease itself, it has been esti- 
mated that 20% of those who have not been vac- 
cinated for Asian influenza, and the same percent- 
age of the 3 of every 10 whom the vaccine does not 
protect, will contract the disease. If this occurs, the 
outbreak in the community will probably be ex- 
plosive and last for four or five weeks until the dis- 
ease runs its expected course. 

As in all instances when a disease is widespread, 
there is a tendency to attribute the symptoms of 
most patients one sees to the new disease, Physi- 
cians must be particularly aware of this fact. As one 
Army physician put it, doctors should remember 
that “all that fevers is not flu.” 

The symptoms consist of chills that occur with 
very little warning, and temperature that climbs to 
103 or 104 F (39 to 40 C) and undulates in that 
range for from three to four days. The tever is ac- 
companied by headache and general muscle pains. 
As the fever subsides, the aches and pains gradually 
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vanish, the patient is generally left weak. The pa- 
tient can expect to endure this convalescent period 
for another few days while normal health returns. 

There is actually no specific therapy for the pa- 
tient with Asian influenza. It is axiomatic that the 
person in health with the best nutritional status 
stands the best chance in a bout of any infectious 
disease, Once it strikes, bed rest, forced fluids, and 
syinptomatic treatment are recommended. In a re- 
port that appeared in the Sept. 7 issue of THE Jour- 
NAL, page 58, the Council on Drugs stated that little 
help can be expected from the sulfonamides or anti- 
biotics when the condition is confined to influenza 
alone. However, should complications (e.g., pneu- 
monia) occur or even be suspected, the patient 
should be hospitalized and appropriate chemothera- 
peutic measures be instituted. 

It is difficult to state mortality rates of patients 
suffering pneumonia secondary to Asian influenza 


because of the problems of reporting in foreign 
countries. Differences in sanitation, nutrition, and 
medical care and other features in foreign countries 
make it hazardous to compare mortality rates with 
those anticipated in the United States. However, 
pneumonia appears to develop mainly in infants and 
in the aged, and most of the pneumonia deaths oc- 
curred in these groups. 

The Committee endorses the policy of the Ameri- 
can Hospital Association, which holds that hospital- 
ization should be limited to cases of influenza in- 
volving complications or to those with other diseases 
which might be aggravated by influenza. 

All patients with influenza should be isolated in- 
sofar as it is convenient for good home or hospital 
care; every step should be taken to protect the pa- 
tient from sources of bacterial infections, Certainly, 
during the acute stage of the influenza the patient 
should not be allowed to have visitors. 
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Information on the following postgraduate courses 
for practicing physicians has not appeared previous- 
lv in THe JOURNAL. 

An intermittent short course, Medical Manage- 
ment of Digestive Disorders, primarily for general 
practitioners will begin Oct. 1, 1957, at the Yale Uni- 
versity School of Medicine, New Haven, Conn. 
Meeting for two and one-half hours on each of eight 
consecutive Tuesdays at a fee of $40, the course 
will utilize patient demonstration, lecture, panel, 
and open question periods as methods of education. 

The Postgraduate Division of the University of 
Southern California School of Medicine, 2025 Zonal 
Ave., Los Angeles, will present at a hotel a post- 
graduate course Noy. 7-9, 1957, on the diagnosis and 
treatment of common endocrine disorders, This con- 
tinuous 2'2-day 17-hour course, primarily for gener- 
al practitioners, will consist of live clinics with pa- 
tient demonstrations, lectures, panels, open question 
periods, and audiovisual aids, at a fee of $60. 

A 1-day 8-hour dermatology clinic primarily for 
general practitioners will be presented by the Uni- 
versity of Southern California School of Medicine, 
Nov. 6. The teaching methods will include live clin- 
ics with patient demonstrations, lectures, audiovis- 
ual aids, and open question periods, for a fee of $25. 

A six-month full-time postgraduate course, Phys- 
ical Medicine and Rehabilitation, will begin Jan. 


6, 1958, at the Highland View Cuyahoga County 
Hospital, Cleveland, in cooperation with Western 
Reserve University. This course is designed for spe- 
cialists in physical medicine as well as for those 
physicians now in residency training in this field. 
It will consist of three sections. Section 1, continu- 
ing for six weeks, will include 42 hours of lecture, 
24 hours of conferences, and 114 hours in wards and 
clinics. Each student’s program will be planned in- 
dividually so that he may concentrate his nondidac- 
tic training hours on those subjects most closely 
relating rehabilitation to his own private practice or 
study. Section 2, lasting 12 weeks, will include 64 
hours of lecture, 40 hours of conterences, and 54 
hours in afhiliated facilities. Section 3, of 8 weeks’ 
duration, will include 32 hours of lecture, 40 hours 
of conferences, and 168 hours in wards and clinics. 
Enrollment is limited to 12, at no fee. Inquiries 
should be addressed to Dr, Charles Long II, De- 
partment of Physical Medicine and Rehabilitation, 
Highland View Cuyahoga County Hospital, Har- 
vard Road, Cleveland 22, Ohio. 

An intermittent postgraduate course on radium 
therapy, titled Radiology PM33, will begin May 6, 
1958, at Mount Sinai Hospital, 5th Avenue and 
100th Street, New York, in cooperation with Colum- 
bia University. This solely lecture course for full- 
time specialists will be held on six consecutive 
Tuesdays, at a fee of $50. 
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COUNCIL ON MEDICAL SERVICE 


REHABILITATION AND RESTORATIVE SERVICES 
Howard A. Rusk, M.D. 


and 


Michael M. Dacso, M.D., New York 


This is the sixth of a series of papers on various aspects of aging. Each paper has been pre- 
pared for the Committee on Aging by an authority in the field. When completed, the series 


will be published in booklet form. 


Medical rehabilitation, or restorative medicine, as 
it has sometimes perhaps more aptly been called. 
emerged from the general background of clinical 
services as an answer to a long-felt need rather than 
as an arbitrary separation of a specialty. It is con- 
cerned with the medical care of all those who, as a 
result of illness or trauma, are left with a permanent 
impairment of their physical functions. 

The broadened concept of rehabilitation has re- 
sulted in more than the creation of a new medical 
specialty. It has redefined and broadened the phy- 
sician’s responsibility to his patient. It has called 
upon the physician to extend his services to activi- 
ties which, by conventional standards, had not been 
considered strictly a medical responsibility. The 
physician’s responsibility ends only when he has 
restored his patient to the best and most productive 
life possible, as judged by two primary criteria— 
ability and disability. 

With the recognition that chronically ill and 
disabled patients had problems which went beyond 
their physical pathology, it became evident that it 
these problems were not met, the results of medical 
care would be negated. Restorative medicine em- 
phasizes the point of view that, in addition to the 
technical restoration of health, the proper utilization 
of restored functions is fundamentally the physi- 
cian’s responsibility. 

This does not imply that the already overbur- 
dened physicians should involve themselves in the 
details of strictly social and vocational problems. 
This would result in the uneconomical use of a 
scarce and highly skilled profession. However, it 
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is increasingly being recognized that the physician’s 
responsibility is to know and to utilize all of the 
resources and coprofessional services that will lead 
to the optimal utilization of his patient’s functional 
capacities. He must be captain of the team. He must 
write the prescriptions for social and vocational 
needs and see that they are properly filled just as 
he would for drugs or diet. 

Foremost among those whose physical functioning 
is impaired by chronic illness or other disabling 
conditions are the rapidly increasing number of 
older people. In an effort to simplify the discussion 
of restoration in this large and complex group of 
elderly patients who could benefit from a “total 
approach” program without regard to etiological 
considerations, we have classified them into the 
following three empirical groups: (1) obviously 
handicapped patients (those with hemiplegia, 
arthritides, fractures, amputations, and neuromus- 
cular diseases ), (2) chronically ill patients who do 
not have signs of a manifest disability (those with 
chronic cardiac and pulmonary diseases), and (3) 
elderly persons who are not obviously ill but whose 
physical fitness is impaired. 

Techniques in Clinical Diagnosis 

The first step in successful rehabilitation is ac- 
curate clinical diagnosis. In dealing with physically 
disabled patients, it is obvious that conventional 
diagnostic and laboratory techniques are insuffi- 
cient when it comes to evaluating physical disabili- 
ties and determining functional capabilities. Since 
a majority of disabled patients suffer from some in- 
volvement of the locomotor and/or neuromuscular 
systems, new methods of evaluating their efficiency 
have been added to the diagnostic armamentarium. 
The most important of these methods are (1) sys- 
tematic testing of the strength of individual muscle 
groups, definitively and accurately measured, (2) 
determination of the range of joint motion, and 
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(3) objective testing of representative activities 
essential for daily living (briefly summarized as 
activities of daily living [ADL]). 

The need for an objective method for determining 
muscle strength has long been felt in clinical medi- 
cine. The quest for more definitive measurements 
continues. Until more accurate methods are de- 
veloped, we must use the one that is currently 
accepted and generally satisfactory for clinical 
needs. This is the method devised by Lovett in 
1932 to determine the muscle strength of his pa- 
tients who poliomvelitis. Lovett’s method 
measures muscle or muscle group performance 
against a series of graded resistances as an objective 
expression of their strength. Accordingly the mus- 
cles can be graded as follows: zero, trace poor, fair, 
good, and normal. Additional subgradations allow 
for an acceptable accuracy in practical determina- 
tion of muscle power. The most obvious shortcom- 
ing of this method is the fact that the examiner's 
subjective judgment cannot be excluded in applving 
the test resistance and evaluating the muscle re- 
sponse. Errors due to subjective judgment can be 
substantially minimized if all subsequent tests are 
made by the same examiner. 

The objective measurement of the range within 
which a joint can move can be determined with 
much more accuracy than the strength of a muscle. 
The clinician who wants to learn this diagnostic 
method will find that the literature is rich in various 
techniques, all of which have advantages and dis- 
advantages. In testing the range of a joint excursion, 
it is important to know that various joints have 
their physiological limitations determined by their 
anatomic structure and their relationship to the 
surrounding soft tissues. The accurate knowledge 
of these limitations is fundamental in accurate 
assessment. 

The most recent addition to the diagnostic tech- 
niques in restorative medicine is the testing of the 
ADL. As previously suggested, ADL testing uses an 
empirical list of everyday activities without whose 
unimpaired performance efficient living is very 
difficult and sometimes impossible. ADL are custo- 
marily divided into three main groups: (1) self-care 
activities, (2) ambulation, elevation, and traveling 
activities, and (3) hand activities. The method 
practiced in our department calls for the testing 
of almost 100 different activities. The deficiencies 
in ADL are determined by the physician or, more 
usually, by the specially trained nurse or therapist. 
The tests are absolutely necessary for the establish- 
ment of adequate training programs. Our objective 
in function is not just the training of muscles or 
growth of muscles, but physiological exercise. 
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A careful analysis of the patient’s general condi- 
tion with the additional information gained from 
these functional tests will give the clinician a relia- 
ble picture of the nature and degree of the patient's 
physical disability. After the diagnosis has been 
made, an equally specific prescription for rehabilita- 
tion therapy must follow. Several reference books ' 
giving definitive evaluation techniques are availabie. 

Since documentation of the patient's improvement 
is important for medical and often for legal pur- 
poses, reliable recording methods are of great im- 
portance. Special charts are available for all func- 
tional diagnostic tests. Electrodiagnostic methods 
such as use of strength-duration curve for reaction 
of degeneration, galvanic tetanus ratio, chronaxy, 
and the most recent addition, electromyography, 
have greatly enhanced accurate diagnosis and eval- 
uation of disability. 

Therapeutic exercises are of primary therapeutic 
importance in restorative medicine. These purpose- 
ful and graded activations of certain specified 
muscles or muscle groups aim to make them 
stronger, improve their endurance and coordination, 
and generally improve their over-all functional 
efficiency. The objective in training is not just to 
strengthen muscles for the sake of strength, but, 
further and in addition to this, to increase their 
functional efficiency. 

A basic understanding of muscle physiology is 
fundamental, without which therapeutic exercises 
should not be undertaken, just as no drug should 
be prescribed without a precise knowledge of its 
pharmacological action. The systematic reeducation 
and reconditioning of the general musculature im- 
poses extra demand on the cardiovascular and re- 
spiratory system, and, indeed, affects almost every 
function of the human body. 


Physical Restoration 


The physical restoration of the disabled elderly 
patient (while generally the same diagnostic and 
therapeutic procedures are used as for the younger 
age group) shows many special problems which 
warrant discussion. One of the major differences is 
that in the younger handicapped person the prob- 
lem is limited to a crippling condition in an other- 
wise healthy body; in the case of the older patient, 
however, the crippling condition is superimposed 
on the pathology of the aging process. This, in 
practice, means that in the elderly patient the 
restoration of the physical disability can rarely be 
separated trom definitive medical care. Conse- 
quently, the physician engaged in the physical 
restoration of the disabled aged must possess a 
broad clinical knowledge of both conventional and 
restorative medicine. 
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Since the chronically ill and disabled aged consti- 
tute an ever-increasing proportion of every clini- 
cian’s practice, the responsibility for these patients 
can no longer be placed in the hands of a few 
specialists. Indeed, it is the responsibility of every 
practicing physician to acquaint himself with the 
simpler methods of restorative medicine and _ to 
apply them in his practice. A number of rehabilita- 
tion courses are being offered on the postgraduate 
level in the major teaching centers which in a 
comparatively short time equip the physician with 
adequate knowledge to deal with common physical 
disabilities. The rehabilitation centers and services 
supplement rather than supplant the functions of 
the practicing physician. As in all other fields of 
clinical medicine, the bulk of services must be 
rendered by him. Highly specialized rehabilitation 
centers should be utilized primarily for the severely 
disabled. The role of such centers in the total pro- 
gram of restoration is fundamental. 

The goals of restorative medicine in the older 
groups varv from those in the vounger. In rehabili- 
tation of the voung, the vocational job objective is 
primary. In the elderly patient, vocational rehabili- 
tation is usually secondary. Nevertheless, the 
absence of a vocational goal does not minimize the 
value of restorative medicine for the aged. The fact 
that the patient who previously had functional 
impairment regains his self-sufficiency may very 
well release a younger person for gainful employ- 
ment. In such cases the rehabilitation of the un- 
emplovable elderly person can well be considered 
as indirect vocational rehabilitation. But even more 
important is the restoration of dignity and _ self- 
respect. 

The medical and economic significance of the 
aging group is being increasingly recognized. The 
number of restorative services for the aged, though 
still very small, is slowly growing. The federal 
government, which, through its Office of Vocational 
Rehabilitation, has operated a successful vocational 
rehabilitation program, has now recognized its share 
of responsibility in the rehabilitation of those who 
no longer could be counted on in the labor market. 
As a result of this recognition, the various health 
agencies of the government are working on plans 
which are primarily intended to stimulate interest 
and, if need be, support local activities in geriatric 
rehabilitation, 

In some communities, without any outside as- 
sistance, old-age homes are adding rehabilitation fa- 
cilities to their health services. It has been our 
experience that, in many communities where such 
services have been established, one or more of the 
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local physicians has initiated such plans. Since this 
is an important public and personal health problem, 
the support and carrying out of such services by 
the physicians is not only desirable but a moral 
obligation. Thereby they will not only discharge a 
professional duty but also contribute to good public 
and professional relationship between the medical 
profession and the community. Some resources that 
mav be used in rehabilitation planning are (1) the 
United States Department of Health, Education, 
and Welfare and its various bureaus and divisions, 
(2) state governmental agencies, (3) religious and 
various other voluntary agencies, (4) the National 
Committee on the Aging, New York City, and (5) 
special committees of the American Medical Asso- 
ciation and state or county medical society. 


Conclusions 


The first objective of medical rehabilitation is to 
prevent or to eliminate the disability if that is possi- 
ble: the second, to reduce or to alleviate the 
disability to the greatest extent possible; and the 
third, to retrain the person with residual disability 
to “live and work within the limits of his disability, 
but to the hilt of his capabilities.” 

One of the most important tools in management 
of the older patient is the beneficent use of stress. 
All of our lives we regulate the function of our 
physical, emotional, and endocrine systems with 
our stress reaction. In the older patient stress must 
still be used but in smaller doses. Continuing stim- 
ulation, whether it be social, vocational, or cul- 
tural, is the only antidote for atrophy of disuse. 
If this concept is to be followed, all of the com- 
munity resources must be utilized—governmental, 
religious, voluntary, and professional. The dynamic 
utilization of a total restorative program as has 
been briefly outlined means happier, healthier, and 
more productive and dignified lives for our aging 
population. 


The standard form for manual muscle testing may be ob- 
tained from the National Foundation for Infantile Paralysis, 
310 E. 42nd St., New York 3. Copies of tests for “Physical 
Demands for Daily Living” may be obtained upon request 
from the Institute of Physical Medicine and Rehabilitation, 
New York University-Bellevue Medical Center, 400 FE. 34th 
St., New York. 
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MEDICINE AND THE LAW 


PROFESSIONAL LIABILITY INVOLVING PHYSICIANS 
IN FEDERAL GOVERNMENT SERVICE 


This is the 15th in a series of articles dealing with medical professional liability. An edi- 
torial (page 360) and a chronological résumé (page 364) appeared in Tue Journar, Feb. 2. 
The preceding articles in this series have been published weekly in Tue Journat from Feb. 9. 
1957, to April 6, and since then intermittently.—Ep. 


As part of a comprehensive study of medical 
professional liability, the Law Department of the 
American Medical Association has made a study of 
the particular effect of the problem on physicians 
in federal government service. The federal statutes 
and court decisions governing federal physicians 
liability were studied and the Departments of the 
Army, Navy, Air Force, and Justice, along with the 
Veterans Administration and the Public Health 
Service, were queried concerning their experiences 
and views on the subject. 

Undoubtedly, the federal physician is in a much 
more advantageous position as regards professional 
liability claims than is his fellow practitioner in 
nongovernmental practice. First of all, if a lawsuit 
is filed involving alleged negligence in the per- 
formance of his professional duties for the gov- 
ernment, there is a good possibility that he will 
not even be named as a party defendant to the 
action. If the physician is named as a defendant, 
the government will almost alwavs be named as 
a defendant also and the physician will, if he so 
desires, be defended by the Department of Justice 
at no expense to himself. Thus, he not only avoids 
the heavy expense of litigation, but, in having the 
legal, investigative, and financial resources of the 
United States government at his disposal, he has 
a definite advantage in any lawsuit. Finally, if a 
judgment is secured against him in a case where 
the United States is a co-defendant, satisfaction 
will undoubtedly be sought from the more solvent 
party—the United States government. 

This unique situation in which the federal phy- 
sician finds himself is due primarily to the existence 
of the Federal Tort Claims Act.’ 

In order to better understand the professional 
liability situation of the federal physician, a dis- 
cussion of the Federal Tort Claims Act and the 
other statutes controlling this liability will be help- 
ful. Prior to 1946, the United States government 
could not be sued without its consent for the neg- 
ligent acts of its employees and agents. This was 
due to the immunity from suit inherently possessed 
by all sovereign governments. 

Thus, many persons who were injured by fed- 
eral employees while those employees were acting 
within the scope of their employment were without 


legal redress, except against the emplovee. Because 
suit could not be brought against the government 
to recover damages for these injuries, numerous 
private bills for relief were introduced into Con- 
gress. The legislators felt that they were in no posi- 
tion to judge the merits of these numerous. bills 
and recognized the injustice to the citizens brought 
about by the government's immunity to tort suits. 
They, therefore, enacted the Federal Tort Claims 
Act. This statute waived the government’s immu- 
nity to tort suits and placed the United States in 
a position similar to that of any other emplover. 
The pertinent part of this statute, as amended, 
states: 


... the district courts... shall have exclusive jurisdiction 
of civil actions on claims against the United States, for 
money damages .. . for injury or loss of property, or personal 
injury or death caused by the negligent or wrongful act or 
omission of any employee of the Government while acting 
within the scope of his office or employment, under circum- 
stances where the United States, if a private person, would 
be liable to the claimant in accordance with the law of the 
place where the act or omission occurred. [28 USCA 1346 
(b)] 


The effect of the passage of this act on govern- 
ment physicians was to make the United States 
liable for anv negligent or wrongful acts that they 
might perform within the scope of their employ- 
ment. As indicated earlier, in actual practice under 
the act, the individual physician quite often is 
not joined as a defendant in a_ professional lia- 
bility suit arising out of his activities. Moreover, 
when a judgment is obtained under the act, any 
subsequent action against the physician concern- 
ing the same subject matter is barred whether 
the physician was a defendant in the earlier ac- 
tion or not.* 

Although the Federal Tort Claims Act renders 
the United States amenable to suit for the tortious 
acts of its employees, the government's liability is 
based, just as is the liability of any employer, on 
the doctrine of respondeat superior (let the master 
answer ).’ This ancient legal doctrine holds that a 
master is civilly liable for the acts of his servant 
when the servant is acting within the scope of his 
employment.* The basic philosophy underlying this 
rule is that he who derives a benefit from an act 
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which is performed by his servant should answer 
for any injury caused to a third person by the ser- 
vant in the performance of that act. 

Ordinarily, the major difficulty in applying 
the rule of respondeat superior is in determining 
whether the emplovee was acting within the scope 
of his employment. The test for resolving this 
question has been stated to be as follows: “The 
test of one’s liability for the act or omission of his 
alleged servant is his right and power to direct and 
control his imputed agent in the performance of 
the causal act or omission at the very instant of 
the act or neglect.” ” 

However, in actual practice, there has been little 
difficulty in establishing the government's respon- 
sibilitv in cases involving physicians in federal serv- 
ice. Since these physiciyns are salaried employees 
and since their services are performed mostly in 
government facilities, no serious question usually 
arises as to the application of respondeat superior. 
The tort act defines “scope of employment” to mean 
“acting in the line of dutv” when applied to a mem- 
ber of the militarv or naval forces.” The use of this 
latter phrase, however, does not alter the applica- 
tion of respondeat superior to the acts of members 
of the armed forces, nor does it in any way en- 
large the responsibility of the United States for 
the tortious acts of members of the militarv.* Under 
this definition, the federal government remains lia- 
ble for the acts of persons in the military service 
in the same manner as a private emplover is liable 
for the acts of his emplovees. 

Two cases delineating the government's liability 
where the question was raised as to whether the 
emplovee was acting within the scope of his em- 
ployment are Watt v. U.S." and Dishman U.S..." 
In the Watt decision it was ruled that the govern- 
ment was not responsible for the negligent oper- 
ation of a government truck by a National Guard 
sergeant because the man’s job description did not 
provide for his driving military vehicles and there- 
fore he was acting outside the scope of his employ- 
ment. Of course, in this cose, suit could. still be 
brought against the individual, inasmuch as it is 
well settled that members of the armed services re- 
main individually liable for their torts.'' In the 
Dishman case, an emplovee of a Veterans Admin- 
tration hospital mistakenly had carbolic acid poured 
into his ear while being treated by a Veterans Ad- 
ministration physician for an ear pimple. The court 
held that the government was liable for the injury, 
as the treatment of the minor ailments of emplovees 
was authorized by VA regulations and, therefore, 
the physician was acting within the scope of his 
employment. 

Even if a government physician is acting within 
the scope of his employment, the United States may 
not be liable under the Federal Tort Claims Act if 
the cause of action falls within certain specific ex- 
emptions to the act. For example, the act excepts 
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from it#-coverage actions based on assault and bat- 
tery.'* Many professional liability suits are based on 
this tort, particularly those involving unauthorized 
operations and treatments. In Moos v. U. S.'* the 
plaintiff's right leg and hip were operated on in a 
Veterans Administration hospital when it was his 
left leg and hip which required surgery. His suit 
for the unauthorized operation was dismissed be- 
cause it was in fact an action for assault and battery. 

Other important exclusions under the act are 
causes of action arising out of the combatant activ- 
ities of the armed forces '* and causes of actions 
based upon the exercise of a discretionary function 
or duty on the part of a federal employee.'*> The 
combatant exclusion would seem to be of no great 
importance to federal physicians at this time be- 
cause servicemen, as a rule, cannot bring suit under 
the act. It has been held, however, that a veteran 
was barred from bringing suit under the act for 
injuries received during a physical examination in 
a VA hospital because the examination concerned 
a wound received during combat and, therefore, 
the claim arose out of the combatant activities of 
the Army.’” This decision appears even more ques- 
tionable in view of a recent decision of the Supreme 
Court that an ex-serviceman’s suit based on a negli- 
gent operation in a VA hospital is not barred merely 
because the injury causing the operation was re- 
ceived when the plaintiff was a member of the 
armed forces."” 

The exclusion in the act of causes of action based 
upon discretionary activities has caused the courts 
a great deal of trouble in determining what is and 
what is not a discretionary act. It has been held 
that admitting dependents of military personnel to 
government hospitals is discretionary '* and that no 
action will lie which is based on the refusal to ad- 
mit, even when that discretion is abused.'” Once 
the discretion is exercised and the patient admitted, 
the discretionary function ceases and the govern- 
ment is liable tor any subsequent negligent acts.” 
Thus, it was held that the use of an anesthetic con- 
taining a harmful substance was not a discretionary 
act and did not fall within the discretionary excep- 
tion to the act.”' 

An important case on this point decided last vear 
is Fair v. U. S.* In this case, an Air Force officer 
was detained for a psychiatric examination after he 
had threatened the life of a student nurse. The post 
provost marshal was alleged to have promised the 
girl and her two detective bodyguards that he 
would notify them when the officer was released. 
He failed to do this, and when the officer was re- 
leased, after a cursory examination, he killed the 
girl and her two guards. The government contended 
that releasing the officer was a discretionary act on 
the part of the physician. The Court of Appeals re- 
versed the dismissal by the trial court, ruling that 
the recent decisions of the Supreme Court in In- 
dian Towing Co. v. U.S. ** and in the Eastern Air- 
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lines case ** had expanded the coverage of the Fed- 
eral Tort Claims Act so that the discretionary act 
exclusion now is limited to those decisions made on 
a policy-making or planning level. Decisions made 
on an operational level, such as the one in the pres- 
ent case, could not be used as a basis for denying 
a cause of action under the act even though some 
discretion is involved. 

The Court of Appeals also stated that the Indian 
Towing and Eastern Airlines decisions ended any 
contentions by the government in Federal Tort Act 
cases that the acts of government employees were 
strictly “governmental acts” for which there can be 
no liability since there are no similar acts for which 
a private employer could be held liable. The Su- 
preme Court has ruled, in effect, that the question 
of whether an act is governmental or nongovern- 
mental has no place in federal tort cases, and that 
the government is liable for all activities which it 
does not perform with due care and which are not 
otherwise specifically excluded by the terms of the 
act itself. The practical effect of these decisions on 
federal physicians is to eliminate any bar to profes- 
sional liability suits on the grounds that their ac- 
tions were discretionary or governmental, and to 
have their acts adjudged strictly according to their 
negligent or wrongful nature. 

In addition to the causes of action specifically 
excepted by the act itself, two major groups of 
claimants are generally barred from bringing fed- 
eral tort actions. They are civilian government em- 
ployees covered by the Federal Employees Com- 
pensation Act ** and members of the armed services. 
At one time, a government employee had an elec- 
tion between proceeding under the Tort Act or the 
Federal Employees’ Compensation Act.*° However, 
in 1949 Congress amended the latter act so as to 
make it the exclusive method of compensation for 
a civilian employee killed or injured “while in the 
performance of his duty.” *’ Whether this exclusive 
remedy provision will particularly affect profes- 
sional liability suits by civilian employees is not 
clear. In Dishman vy. U. S., supra, the District Court 
held that a Veterans Administration employee could 
bring a federal tort action based on the negligence 
of a government physician in treating his ear be- 
cause the original cause of the suit, an ear pimple, 
was not incurred in the performance of his duty and 
therefore the emplovee’s claim was not governed by 
the Federal Employees Compensation Act. It would 
follow from this decision that the great majority of 
ailments of civilian employees would not be exclu- 
sively controlled by the Compensation Act. How- 
ever, very few cases have been found involving 
claims under the Tort Act by civilian employees 
against government physicians. This would indicate 
either that these claims are being handled under the 
Compensation Act or that very few civilian em- 
ployees are being treated by government physicians. 
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If federal tort suits by civilian employees are 
barred by the Compensation Act, it would appear 
to increase the possibility of suits by the emplovees 
against the physicians as private individuals. The 
United States could not interevene and make itself 
a party in such a suit against a government phy- 
sician as a private individual. The same danger of 
suit against the physician personally exists where 
pension or compensation benefits are being paid by 
the government to an individual, who is not a serv- 
iceman, for injuries received as a result of medical] 
treatment. Such compensation may be used by the 
government to reduce the damages awarded the 
injured party in any subsequent federal tort action.” 
If this dimunition in damages would be substantial, 
the injured party might well elect to sue the phy- 
sician individually, as the physician could not use 
the payments by the government to reduce the 
damages collected from him. 

As mentioned above, it has now been clearly 
decided by the Supreme Court that members of the 
armed services and their representatives cannot 
bring suit against the government for injuries or 
death sustained by a serviceman while on duty. 
Previously there was some confusion on this ques- 
tion among the various federal circuits, and the 
decision of the Supreme Court in Brooks v. U. S.°" 
did not clarify the situation. There it was held that 
a serviceman on furlough could sue the government 
under the Tort Act for injuries arising out of a col- 
lision with an Army truck. 

In 1950, the question of the serviceman’s right to 
sue was definitely settled in Feres v. U. S."° This 
opinion actually embraced three cases. One, Jeffer- 
son v. U.S.,” involved a suit by a veteran who had 
had a towel left in his stomach during an operation 
which he underwent while still in the Army. An- 
other case, Griggs v. U. S.,*° concerned an Army 
officer who died after surgery and treatment in an 
Army hospital. The Feres case involved an Army 
officer who had died in a barracks fire. The Court 
held that none of these claims could be brought 
under the Federal Tort Claims Act because the in- 
jured parties were all servicemen on duty at the 
time of their injury or death. The opinion stated 
that members of the armed forces have been finan- 
cially provided for by the government in many dif- 
ferent ways and that traditionally members of the 
military could not sue the government for injuries 
received while on duty. Furthermore, to allow 
servicemen to sue for every real or fancied wrong 
would bring chaos to the order and discipline of 
the military services. 

While this decision has been severely criticized, 
it does clearly establish the status under the Federal 
Tort Claims Act of the largest group to which the 
government physician renders his services. The 
Feres decision has caused the dismissal of numerous 
professional liability suits involving government 
physicians and members of the armed services. 
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Although it might be expected that the denial to 
servicemen of Federal Tort Claims relief would 
cause additional suits to be filed against government 
physicians as individuals, there is no indication of 
anv such trend. The Department of the Air Force 
states that no Air Force physician has ever had to 
pay any judgment arising out of a_ professional 
liability claim. The information received from the 
other services would indicate a similar situation. 
Apparently then, the Feres rule has aided the gov- 
ernment physician's liability situation rather than 
damaged it. 

In order to determine the actual experiences of 
the various governmental agencies with professional 
liabilitv claims, requests for this information were 
sent to the Departments of the Army, Navy, Air 
Force, and Justice, the Veterans Administration, 
and the United States Public Health Service. 

In the 10-vear period from 1947 to 1957, the De- 
partment of the Army reported 36 suits involving 
alleged medical professional liabilitv. This identical 
number of suits was also reported by the Navy. It 
is the largest number reported by any governmental 
service. This, of course, is to be expected, consider- 
ing the large number of persons under Army and 
Navy jurisdiction and their extensive medical pro- 
grams. 

Of the 36 actions reported by the Army, 7 re- 
sulted in compromise settlements, 2 resulted in 
judgments for the claimant, 6 are still pending, and 
21 were either decided in the government's favor or 
withdrawn. Of the seven cases settled, only three 
were for substantial amounts. Two actions, settled 
respectively for $47,500 and $30,000, involved the 
administration of caudal anesthetics at childbirth. 
The third, resulting in a $10,000 payment, involved 
a transfusion of improperly labeled blood. The two 
suits ending in judgments against the United States 
resulted in substantially higher payments. The Can- 
non case,** in which an operation for varicose veins 
was performed in a negligent manner, resulting in 
extensive additional surgery, ended in a verdict for 
$123,904. In the Grigalauskas decision,** where un- 
diluted lactated Ringer's solution was mistakenly 
applied to a newborn infant, the verdict was for 
$84,650. Included in the 36 actions involving Army 
physicians were 11 based on alleged negligence in 
performing surgery, 5 involving allegedly negligent 
blood transfusions, 3 based on the administration of 
medicaments, and 2 each involving caudal anesthet- 
ics, failure to diagnose breast cancer, alleged negli- 
gent handling of heating devices, and psychiatric 
confinements. 

Of the 36 cases reported by the Navy Depart- 
ment, 13 are still pending, 14 have been decided 
in the government's favor, 3 resulted in verdicts 
for the plaintiffs, and 6 were settled for varying 
amounts. The two largest compromise payments, for 
$40,000 and $30,000, involved the death of a patient 
following childbirth and the paralysis of a foot and 
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ankle following a knee operation. It has been re- 
ported,”” however, that the Department of Justice 
recently announced that it settled a suit se 
the administration of a spinal anesthetic in a nava 
hospital for $175,000. This would be the largest 
amount awarded a claimant in a professional liabil- 
ity suit involving a government physician. Six of the 
suits reported by the Navy Department involved 
medication, four each had to do with diagnosis and 
anesthesia, and three each involved surgery and 
burns from heating devices. 

The Air Force states that it has had 12 suits in- 
volving its physicians since 1950. Of these, six re- 
sulted in settlements or judgments in favor of the 
claimants, one was dismissed by the District Court, 
and five are still pending. Except for two cases in- 
volving foreign matter being left in the patient after 
surgery, these 12 cases involve no common act of 
alleged negligence. 

Although the Veterans Administration did not 
supply any statistical data concerning professional 
liability suits involving its physicians, it did state 
that these suits generally reflect alleged improper 
diagnosis, negligence in the performance of surgical 
procedures, and errors committed in the adminis- 
tration of medicine or drugs. Their letter also noted 
that in only two or three cases have Veterans Ad- 
ministration physicians been named as co-defend- 
ants. Usually, the suits have been against the United 
States as sole defendant. 

The surgeon general of the Public Health Service 
reports 15 suits involving physicians employed by 
the Public Health Service during the period July 1, 
1952, to June 30, 1956. Five of these are pending, 
four have been decided in favor of the government, 
and the remaining six resulted either in judgments 
for the plaintiffs or in compromise settlements. 
These latter six actions resulted in the payment of 
$114,000 by the government, an average of $14,000 
per case. Altogether, $480,000 was sought by the 
plaintiffs in these suits. Except for two cases involv- 
ing alleged negligence during surgery, no common 
acts of negligence are found among the Public 
Health Service suits. 


Conclusions 


The professional liability situation of the govern- 
ment physician appears much brighter than that of 
his fellow practitioner in nongovernmental practice. 
The persons to whom the government physician 
renders medical services have many choices of re- 
course for injuries received during treatment. Some 
course other than seeking money damages from the 
physician himself is usually chosen. Through the 
Federal Tort Claims Act, the Federal Employees 
Compensation Act, and the various veterans statutes, 
a claimant can be fairly compensated by the United 
States government without involving the physician 
in litigation. The reports of the governmental de- 
partments contacted in this study indicate that in 
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the armed forces and the United States Public 
Health Service there are relatively few serious pro- 
fessional liability cases arising out of the medical 
activities of physicians working for such agencies. 
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ARTIFICIAL INSEMINATION 


This is the fourth in a series of six articles dealing with the necessity for and proper format of 
certain medicolegal forms. The subjects to be covered are (1) consent to operations and other 
medical procedures; (2) patient's right to privacy; (3) confidential communications and records; 
(4) artificial insemination; (5) the physician-patient relationship; and (6) autopsy. 

This material has been prepared and will be published in book form by the Law Department 
of the American Medical Association under the title “Medicolegal Forms with Legal Analysis.” 
The book will include extensive legal citations and a substantial number of additional forms 
which have not been included in this series of articles.—Ep. 


If recent literature is to be believed, physicians 
are more and more being asked to perform, and are 
performing, artificial insemination procedures. Arti- 
ficial insemination may be performed using the 
semen of the woman's husband or the semen of a 
donor who is, or should be, unknown to both the 
woman and her husband and who, conversely, 
should not know either of them. If the semen of 
the woman’s husband is used the procedure is 
known as AIH (artificial insemination homologous ) ; 
if the semen of some other man is used it is known 
as AID (artificial insemination donor ). In all prob- 
ability, AIH poses few, if any, legal problems inas- 
much as the child is actually their biological oft- 
spring. 


In Doornbos v. Doornbos an Ulinois trial court 
said that AIH “is not contrary to public policy and 
good morals, and does not present any difficulty 
from the legal point of view.” But of AID, the court 
said, “Heterologous Artificial Insemination . . . with 
or without the consent of husband, is contrary to 
public policy and good morals, and constitutes adul- 
terv on the part of the mother. A child so conceived 
is not a child born in wedlock and theretore illegiti- 
mate. As such it is the child of the mother and the 
father has no right or interest in said child.” The 
state’s attorney appealed only from the decree of 
divorce which was silent as to the legitimacy of a 
child born by heterologous artificial insemination, 
and did not appeal from a declaratory judgment 
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wherein the question of legitimacy was determined. 
The court on appeal held that since the child was 
not represented in the legitimacy proceedings, the 
child was not bound by the adverse judgment de- 
termining him to be illegitimate. The appeal was 
dismissed. In a similar New York case, Strnad v. 
Strnad, a child resulting from AID, which had been 
performed with the consent of the husband, was 
held not to be illegitimate and the husband was 
given the right of visitation. It was stated, as dictum, 
in a Canadian divorce case that artificial insemina- 
tion, without the consent of the husband, is adultery 
on the part of the wife. 

The problems of legitimacy, inheritance, etc., 
primarily concern the parents and the offspring 
rather than the physician who performs the artificial 
insemination. The performance of artificial insem- 
ination does, however, create hazards for the physi- 
cian which necessitate an adequate agreement be- 
tween him and his patient. As is the case with other 
medical procedures, the physician cannot free him- 
self from the obligation to use due care and skill 
in the performance of the procedure itself. The 
agreement with the parties should cover the points 
set forth below. 1. The wite should consent in writ- 
ing to the procedure because otherwise its accom- 
plishment would constitute an assault and battery. 
2. The written consent of the husband should be 
obtained because the procedure seriously aftects 
and involves the marital relationship. 3. The donor 
should consent in writing to the unrestricted use of 
the semen he supplies and should certify that he 
will make no effort to ascertain the identity of the 
husband and wife involved. 4. Although the possi- 
bility of suit by her is remote, the written consent 
of the donor's wife to the giving of the semen may 
also be desirable inasmuch as her marital interests 
are affected. 5. The physician should have permis- 
sion to use his own best judgment in selecting the 
outside donor. The law has not as vet delineated 
the responsibilities of the physician on this score, 
but it would seem that he would be obligated to 
use reasonable care in selecting a healthy donor, 
who has no knowable transmissible disease. There 
are certain other desirable precautions which the 
physician should observe. The physician should 
establish to his own satisfaction that, from the med- 
ical point of view, the husband is sterile. \Where 
possible, the semen used should be “pooled” and 
include semen of husband and donor. The use of 
such “pooled” specimen would give rise to the legal 
possibility that the husband was the father, or at 
least it would make it more difficult to prove that 
he was not the father where the donor is of the same 
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blood group. The physician should make certain 
that the identity of the donor is kept from the hus- 
band and wife and their identity kept from the 
donor. However, the physician should have a 
record, preferably in code form and open only 
to himself, of the identities of the donor and the 
husband and wife, in the event that such infor- 
mation later becomes necessary in defending liti- 
gation. 

It cannot be too strongly emphasized that ob- 
taining the consent and observing the precau- 
tions mentioned above may have a bearing only 
upon the physician's civil responsibilities. No court 
decisions and no statutes have as yet spelled out 
any criminal aspects of artificial insemination. If 
the procedure should be held to be a criminal 
offense, in all probability it would be the physi- 
cian, rather than the donor, who would be. re- 
garded as the guilty party. The donor has no 
control over the use of the semen; it is the phy- 
sician who, by his own voluntary act, has actually 
interfered with the wife’s reproductive faculties 
and caused the birth of any child that may result. 
If the performance of artificial insemination should 
be held to be a criminal offense, the fact that the 
patient consented may not be a defense to the 
physician. It has generally been held that consent 
to perform a criminal act is a nullity. 

Since neither the courts nor the legislatures have 
as yet spelled out the physician's civil or crim- 
inal position with respect to the performance of 
artificial insemination, he should be insistent upon 
the greatest protection possible and should pre- 
serve adequate records in the event that any diffi- 
culties arise. 


Form 1.—Agreement for Artificial Insemination 


The undersigned, , and 


both being of legal age, represent that they were married on 


at and 


? 


that they have continuously cohabited together as husband 


and wife since the aforementioned date. The undersigned 


request and authorize Dr , and 


such assistants as he may designate, to inseminate the wife, 
artificially, subject to the following conditions and agree- 
ments, 


1. The insemination may be repeated at times recom- 
mended by the physician until the wife becomes pregnant. 
2a. The physician shall use only semen collected from the 


husband, 


2b. The physician shall use pooled semen from the hus- 
band and a donor or donors whose name or names shall not 
be required to be disclosed to the husband and the wife. 
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2c. The physician shall use the scien of a donor or donors 
Whose name or names shal] not be required to be disclosed 
to the husband and the wife. 


3. The husband and the wife agree to cooperate fully 
with the physician in all phases of this procedure and never 
to seek to discover the identity of any unknown donor or 
donors. 


4. The husband and the wife have been fully informed by 
the physician of the hazards, risks and possible consequences 
involved, and nevertheless, individually and jointly agree to 
hold the physician and such assistants whose services he may 
utilize, and the donor or donors, free and harmless for any 
claims, demands, or suits for damages for any injury or 
complications whatever which may result directly or in- 
directly from any treatment or artificial insemination per- 
formed pursuant to this agreement. 


Signed (husband ) 


Signed (wife ) 


Date 


Accepted: 


Signed \L.D. 


Witness 


Note. Use the applicable paragraphs under 2. Paragraphs 3 
and 4 would also be altered in cases where the husband is 
the donor. 


Form 2.—Application to Serve as a Donor of Semen 


Date 


To Dr 


1. I hereby offer my services as a donor of semen with 
the understanding that if 1 am accepted to serve in this 
capacity you shall not reveal my identity to any recipient 
nor shall the identity of any recipient be disclosed to me, 
except as may be required by legal or judicial process. 


2. I represent that to the best of my knowledge and belief 


1 was born of exclusively 


( Caucasian, Negroid, ete. ) 


ancestry, that my religion is 


and that the nationality of my ancestry is predominantly 


3. 1 represent that I am in good health, that I have no 
communicable disease, that I am not now nor have I ever 
suffered from any physical impairment or disability, whether 
inherited or as a result of any disease or ailment, except as 


follows: 
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4. I represent that I am not now nor have I ever been 
afflicted with syphilis or any other venereal disease, nor any 
mental ailment or emotional disturbance, except as follows: 


5. | represent further that none of my grandparents, 
parents, brothers, or sisters, if any, children, if any, nor their 
lineal descendants have, to the best of my knowledge and 
belief, ever been afflicted with insanity or mental illness or 
any inherited physical disabilities or disease, except as follows: 


6. For the purpose of determining whether I am accepta- 
ble as a donor of semen, I hereby consent to a physical 
examination of myself by you or any other physician whom 
you may designate, and the taking of blood and other bods 
fluids as may be required tor laboratory examination. 

1 HEREBY SWEAR THAT ALL OF THE REPRESENTATIONS MADE 
BY ME IN THE FOREGOING PARAGRAPHS ARE TRUE AND COR- 
RECT, 

Signed 


Witness 


Form 3.—Consent of Wife of Donor 


To Dr 


l. I have read the above application to serve as a donor 
of semen which my husband has executed, and to the best 
of my knowledge and beliet the representations therein con- 
tained are true and correct. 


2. | understand that if my husband is accepted by you as 
a donor, it is your intention to use such semen for purposes 
of artificial insemination, but not with respect to myself. 


3. 1 understand further that artificial insemination is a 
medical procedure intended to cause pregnancy of a woman 
through the use of semen introduced by means other than 
sexual intercourse, 


4. Knowing full well that in serving as a donor of semen, 
inv husband may become the father of a child or children 
of which I am not the mother, | nevertheless consent to the 
performance of such services by him 


5. To induce you to accept my husband’s services as a 
donor of semen, | agree that 1 shall neither directly nor in- 
directly attempt to discover the identity of any recipient, 
and | further agree not to bring any action in law or in 
equity, or otherwise, against you or my husband as a con- 
sequence of any services Which my husband may render as 
a donor of semen. 


THIS CONSENT AND THE AGREEMENTS THEREIN CONTAINED 
ARE GIVEN FREELY AND VOLUNTARILY, 


Sioned 


Witness 


> 
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MEDICAL NEWS 


CALIFORNIA 


State Medical Election.—The following officers of 
the California Medical Association have been in- 
stalled: president, Dr. Frank A. MacDonald, Sacra- 
mento; president-elect, Dr. Francis E. West, San 
Diego; secretary, Dr. Albert C. Daniels, San Fran- 
cisco; and editor, Dr. Dwight L. Wilbur, San 
Francisco, 


Appoint Director of Medical Education.—St. Mary s 
Hospital, San Francisco, has appointed a full-time 
director of medical education to supervise the 
intern-resident training program and the program 
of staff education. He is Dr. George H. Reifenstein, 
who completed his duties as chief of cardiology, 
U. S. Naval Hospital, Oakland, Sept. 1. Dr. Reifen- 
stein is a diplomate of the American Board of 
Pathology and the American Board of Internal 
Medicine. The purpose of employing a full-time 
director of medical education is to continue to im- 
prove the program which St. Mary’s has established 
and which has helped to maintain more than its full 
complement of internes and residents. 

Dr. John B. de C. M. Saunders, dean, University 
of California Medical School, San Francisco, will 
continue his lectures in anatomy, and Harold Har- 
per, Ph.D., consultant in biochemistry at St. Mary's, 
will continue his lectures in basic biochemistry as 
applied to medicine. 


GEORGIA 


Appoint Mental Hygiene Director.—Dr. Trawick H. 
Stubbs has been appointed director of the mental 
hygiene division, Georgia Department of Public 
Health. Dr, Stubbs earned a master of public health 
degree from the Harvard School of Public Health, 
Boston. He has served as a regular officer with the 
U. S. Public Health Service, as associate professor 
of preventive medicine, and assistant dean, Emory 
Medical School, Atlanta, and as dean of the Uni- 
versity of Missouri Medical School, Columbia. He 
is also former assistant director of the Rhode Island 
Department of Social Welfare. His work in Georgia 
will involve development of an intensive treatment 
program for the mentally ill through the general 
hospitals in the state. Governor Marvin Griffin re- 
cently appropriated $75,000 per quarter to begin a 
screening and short-term treatment program for the 
mentally ill of moderate means to help relieve the 
patient load of Milledgeville Hospital. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


ILLINOIS 
Chicago 


Personal.—Dr. G. Howard Gowen, who for many 
vears has been deputy director of the Division of 
Hospitals and Chronic Illness for the Hlinois State 
Department of Health, has resigned to become chief 
of the Division of Health and Welfare in the U. S. 
Operations Mission in Santiago, Chile. 


Research Grants Available.—The Chicago Heart As- 
sociation has announced the availability of grants- 
in-aid made for the fiscal year, July 1 to June 30 
inclusive, which may be renewed upon application 
und annual review, if funds are available. Any 
established researcher in the Chicago area con- 
nected with a reputable research institute is eligible 
provided his research is related to the heart. Com- 
pleted applications are due Nov. 1 to be effective 
July 1. For information write the Chicago Heart 
Association, 69 West Washington St., Chicago 2, Ill. 


Dr. Thorek Honored.—Dr. Max Thorek, founder of 
the International College of Surgeons, has been 
honored by the French government with the award 
of Commander of the Legion of Honor for his con- 
tributions to surgery and his work in the formation 
and growth of the college, “creating a better under- 
standing and scientific cooperation among surgeons 
of the world.” 

Dr. Thorek founded the International College of 
Surgeons 22 years ago at Geneva, Switzerland. 
Since then it has established chapters in 42 coun- 
tries, excluding Russia and its satellites, and has a 
membership of 12,000 surgeons. Dr, Thorek serves 
as secretary-general of the college and as editor of 
its journal. 


INDIANA 


State Medical Association Meeting.—The 108th 
annual convention of the Indiana State Medical As- 
sociation will be held Oct. 6-9 in the French Lick- 
Sheraton Hotel, French Lick. A pane] discussion, 
“What's New—Important Developments,” will be 
conducted by Dr. Walter L. Portteus, Franklin. Dr. 
Elton R. Clarke, Kokomo, president of the associa- 
tion, will present an address at the président’s din- 
ner. The program includes the following topics by 
out-of-state speakers: 
Work Classification of the Cardiac, Dr. Herman K. Heller- 
stein, Cleveland. 
Otfice Gynecology, Dr. William J. Dieckmann, Chicago. 
The Prediction and Prevention of Coronary Heart Disease, 
Dr. John W. Gofman, Berkeley, Calif. 
Surgical Management of Benign Conditions of the Large 
Bowel, Dr. Henry K. Ransom, Ann Arbor, Mich. 
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Medical Management of Benign Lesions of the Large In- 
testine, Dr. J. Arnold Bargen, Rochester, Minn. 


Electrocardiogram in Coronary Disease, Dr. George E. 
Burch, New Orleans. 


Epidemiology of Influenza, Dr. Fred M. Davenport, Ann 
rbor. 


Medical Problems in Disaster Management, Col. Joseph R. 
Shaeffer, M.C., Washington, D. C. 


Tumors and Cysts of the Head and Neck, Dr. Albert C. 
Furstenberg, Ann Arbor. 


Modern Physiological Concepts in the Therapy of Pregnancy 
Toxemia, Dr. Milton L. McCall, New Orleans. 


Dr. Virginia Apgar, New York City, will speak 
at the luncheon meeting. Scientific and technical 
exhibits are scheduled, and a special ladies’ program 
is planned. Entertainment includes the president’s 
reception, Oct. 9. For information write the Indiana 
State Medical Association, 1021 Hume Mansur 
Building, Indianapolis 4, Ind. 


Society News.—The following officers of the Indiana 
Academy of General Practice have been installed: 
Dr. James L. Lamey, president, Anderson; Dr. 
Floyd A. Boyer, president-elect, Indianapolis; Dr. 
Edward C, Voges, vice-president, Terre Haute; 
Dr. Frances T. Brown, treasurer, Indianapolis. 


KANSAS 


Clendening Lectureship.—Dr. Ralph H. Major, pro- 
fessor emeritus of the history of medicine, Uni- 
versity of Kansas School of Medicine, Kansas City, 
presented the eighth course in the series of the 
Clendening lectureship at the university recently on 
“Disease and Destiny” and “Logan Clendening.” 
The lectureship was established in 1949, by Mrs. 
Clendening in memory of her husband the late Dr. 
Logan Clendening. 


School Health Symposium.—The University of Kan- 
sas Medical School in cooperation with the School 
of Education of the University of Kansas will hold 
its third annual symposium on school health Oct. 10. 
A panel discussion, “Effective Cooperation for 
School Health: The Physician and the Educator,” 
will be moderated by Fred V. Hein, Ph.D., con- 
sultant in health and fitness, American Medical As- 
sociation, Chicago. The program includes the 
following topics and speakers: 


The Physician Views School Health, Dr. Conrad M. Barnes, 
chairman, committee on school health, Kansas State Med- 
ical Society. 

What Young People Are Like; What Young People’s Needs 
Are; What Methods Work with Young People; What 
Young People Want to Know About, Dr. J. Roswell Gal- 
lagher, chief, adolescent unit Children’s Medical Center, 
Boston. 

Health Teaching in Today’s Schools, Dr. Hein. 

Meeting the School and Health Needs of the Adolescent, 
Dr. Gallagher. 


Discussion groups including physicians, school 
representatives, and industrialists are scheduled. 
Luncheon speaker will be Dr. E. Ungerleider, di- 
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rector of medical research, Equitable Life Insurance 
Society of the United States. For information write 
University of Kansas Medical Center, Rainbow 
Boulevard at 39th Street, Kansas City 12, Kan. 


MICHIGAN 


Society News.—Newly elected officers of the Detroit 
Roentgen Ray and Radium Society are: president, 
Dr. W. George Belanger; vice-president, Dr. Ivor 
D. Harris; and secretary-treasurer, Dr, Joseph O. 
Reed Jr., 3825 Brush St., Detroit. 


Personal.—Dr. Henry K. Ransom, a native of Jack- 
son, has been named acting chairman of the surgery 
department, University of Michigan Medical School, 
Ann Arbor, following announcement of the retire- 
ment of Dr. Frederick A. Coller, chairman of the 
department for 27 years. Dr. Ransom was promoted 
to professor of surgery in 1950 and since has worked 
under Dr. Coller. Since 1934 Dr. Ransom has been 
visiting surgeon at St. Joseph Mercy Hospital in 
Ann Arbor.——Walter L. Mallmann, Ph.D., profes- 
sor of microbiology and public health at Michigan 
State University, will make a study in the eastern 
Mediterranean countries for the World Health 
Organization. Professor Mallmann will survey the 
food in the countries from a public-health aspect. 
Besides his three-month study, he will also visit 
various laboratories in Europe. 


NEBRASKA 


Personal.—Dr. Harle V. Barrett has been appointed 
acting director, department of preventive medicine 
and public health, Creighton University School of 
Medicine, Omaha, in the rank of assistant professor. 
Dr. Barrett is certified by the American Board of 
Preventive Medicine. His teaching experience in- 
cludes Oklahoma Baptist University, Kansas State 
College, St. Joseph’s School of Nursing in Ponca 
City, Oklahoma, and the University of Oklahoma 
School of Medicine, Oklahoma City. He has served 


‘as preventive medicine officer at Fort Ord, Calif. 


Pusan, Korea, and Fort Sill, Okla. 


Dr. Walske Appointed Acting Director.—Dr. Bene- 
dict R. Walske has been appointed associate pro- 
fessor of surgery and named acting director, 
department of surgery, and head of the surgical 
specialties of the Creighton University School of 
Medicine, Omaha, replacing Dr. Harry H. Mc- 
Carthy, who will devote more of his time to private 
practice and research. Dr. Walske has been chief 
of the surgical services at the Veterans Administra- 
tion Hospital in Lincoln since 1951. He is certified 
by the American Board of Surgery and the American 
Board of Thoracic Surgery. He is a member of the 
American College of Surgeons, the American Col- 
lege of Chest Physicians, and the Lancaster County 
Medical Society. 
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NEW YORK 


Cardiovascular Research Project.—A study of the 
relationship between hardening of the arteries in 
the heart in the human being and his living activi- 
ties and other environmental factors is being de- 
veloped in the Albany area is a cooperative venture 
of the State Health Department and Albany Medi- 
cal College. It is based on a pilot study made last 
year by Dr. William G. Beadenkopf, assistant 
director of the Bureau of Epidemiology and Com- 
municable Disease Control of the State Health 
Department, and Dr. Assaad Daoud, assistant pro- 
fessor of pathology, Albany Medical College. 

The degree of atherosclerosis in all adults on 
whom autopsies are performed at Albany Hospital 
will be determined, then information will be sought 
on the way of life—habits of eating, drinking, work- 
ing, and recreation—of each person autopsied. More 
than 1,600 individuals will be included in the study. 
The State Health Department has contracted with 
the college for the expenditure of $56,500 for the 
study during the coming year. 


General Practitioners Scientific Assembly.—The 
ninth annual scientific assembly of the New York 
State Academy of General Practitioners will be held 
Oct. 21-23 at the Barbizon—Plaza Hotel, New York 
City. An address will be given by Dr. Richard P. 
Bellaire, president of the academy. The program 
will include the following topics and moderators: 
Atomic Medicine, Dr. Joe W. Howland, Rochester. 
Geriatric Problems, Dr. Benjamin Boshes, Chicago; 
Teaching Symposium on Dislocations and Fractures (Closed 
TV Circuit), Drs. Samuel A. Garlan and Jeff J. Coletti; 
Newer Chemotherapeutic Aids in Nervous and Mental Dis- 
orders, Dr. Harold W. Lovell, New York; 


Obstetrical Program for the GP, Dr. Gordon W. Douglas, 
New York City. 


Audience participation discussions will follow 
morning and afternoon sessions. Dr. G. Gordon Bell, 
director of the Bell Clinic, Willowdale, Ontario, 
Canada, will speak on alcoholic disorders, Oct. 23. 
Following the formal program, special visits to the 
Institute for Rehabilitation Medicine and the Brook- 
haven Institute and Atomic Research Laboratory at 
Long Island are scheduled. For information write 
the New York State Academy of General Prac- 
titioners, 84 Main St., Binghamton, N. Y. 


Poison Control Centers.—Wallet-sized cards giving 
the location and telephone number of each of the 
five poison control centers in New York State are 
being distributed to each physician in Upstate New 
York. Dr. Herman E. Hilleboe, state health com- 
missioner, has pointed out that about 1500 deaths 
occur from accidental poisoning each year in the 
United States. Of these, one-third occur in children 


under 5 years of age. Because of the hundreds of 


new medicinal and household products appearing 
on the market each year, a network of five poison 
control centers has been established with the assist- 
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ance of the New York State Health Department. 
The centers answer inquiries from physicians con- 
cerning the ingredients of drugs and household sup- 
plies and advise on appropriate treatment methods. 
Twenty-four hour emergency service is available. 
Only emergency advice is given in answer to in- 
quiries from the general public, with the suggestion 
that a physician be called at once. The centers are 
located at Albany Hospital, Albany; Children’s Hos- 
pital, Buffalo; Strong Memorial Hospital, Rochester; 
City Hospital, Syracuse; and the New York City 
Health Department. 


Personal.—Dr. John C. McClintock, associate pro- 
fessor of surgery, Albany Medical College, has re- 
ceived an invitation to create and display a 
scientific exhibit on thyroid cancer at the seventh 
annual Internationa] Cancer Congress in London, 
England, next summer. The congress, which is held 
under the auspices of the International Union 
Against Cancer, will be staged in London’s Royal 
Festival Hall July 6-12, 1958.——Dr. William S. Mc- 
Cann, emeritus Dewey Professor of Medicine, Uni- 
versity of Rochester School of Medicine and 
Dentistry has been named a visiting professor at the 
Sloan Institute of Hospital Administration, Cornell 
University, Ithaca. 


Symposium on Diabetes.—“Fat and Diabetes” will 
be the topic of the fifth Symposium Day on Diabetes 
Mellitus to be held Oct. 12th in New York City at 
the Hunter College Playhouse Auditorium. The 
symposium is sponsored by the Clinical Society of 
the New York Diabetes Association, and advance 
registration is required for admittance. Out-of-state 
speakers include the following: Dr, William C. 
Stadie, University of Pennsylvania; Dr. Marvin D. 
Siperstein, University of Texas Southwestern Med- 
ical School; Drs. Margaret J. Albrink and Evelyn 
Man, Ph.D., Yale University School of Medicine; 
Dr. Robert E. Olson, University of Pittsburgh; Dr. 
Franz X. Hausberger, Jefferson Medical College; 
and Dr. Stanley Hartroft, Washington University. 
For information write the New York Diabetes As- 
sociation, 104 E. 40th St., New York City 16. 


New York City 


Appoint Dean of Medical College.—Dr. Robert A. 
Moore, vice chancellor of the health professions at 
the University of Pittsburgh, has been appointed 
president of the Downstate Medical Center of the 
State University of New York and dean of the Cen- 
ter's College of Medicine, succeeding Dr. Howard 
W. Potter, who will retire. Dr. Moore has served on 
the faculty of Ohio State University, Western Re- 
serve University, Cornell University and Washing- 
ton University, St. Louis, where he was dean of the 
School of Medicine for seven years. He is a member 
of the National Advisory Cancer Council of the 
U. S. Public Health Service, a trustee of the China 
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Medical Board of New York, and immediate past- 
president and executive council member of the As- 
sociation of American Medical Colleges. He has 
served as president of the American Association of 
Pathologists and Bacteriologists and of the Ger- 
ontological Society. 


Compensation Medicine Program.—New aspects of 
health problems intensified by modern living will 
be presented at a one-week program, “Medical As- 
pects of Workmen’s Compensation,” to be offered 
Oct. 21-25 by New York University Post-Graduate 
Medical School and the American Academy of 
Compensation Medicine. Ten sessions covering the 
field of compensation medicine will be given by the 
department of industrial medicine. Problems facing 
physicians dealing with compensation medicine will 
be covered, including “The Heart in Industry’; 
“Medical Problems of the Older Worker”; “Tran- 
quilizers and the Worker”; and “Radiation.” Tran- 
quilizers will be considered in the broadest sense 
as they affect industrial workers, white-collar em- 
ployees, and the automobile driver. There will be a 
morning and afternoon session each day of the 
course which may be taken in its entirety or by 
individual session. For application and information 
write Office of the Associate Dean, New York Uni- 
versity Post-Graduate Medical School, 550 First 
Ave., New York City. 


Dr. Rush Appointed to Chair in Physical Medicine. 
—A chair for the department of physical medicine 
and rehabilitation of New York University College 
of Medicine has been created through a gift of 
$500,000 by the late Louis J. Horowitz, honorary 
trustee of New York University—Bellevue Medical 
Center and an original founder of the Institute of 
Physical Medicine and Rehabilitation. The first 
incumbent, for which the chair was designated 
and named, will be Dr. Howard A. Rusk, chairman 
of the department and director of the institute. In 
addition to the endowed chair, funds will be used 
to subsidize those patients who are unable to meet 
the cost of their care and to provide fellowship 
training for personnel in the rehabilitation special- 
ties. Dr. Rusk, organized the department of physical 
medicine and rehabilitation in 1948. 


NORTH CAROLINA 


Appoint Chairman of Biochemistry Department.— 
J. Logan Irvin, Ph.D., has assumed the chairman- 
ship of the department of biochemistry and nu- 
trition, University of North Carolina School of 
Medicine, Chapel Hill. At the same time Dr. Irvin, 
who has been a member of the faculty since 1950, 
was promoted from associate professor to professor. 
Dr. Irvin returned to the university last September 
after completing nine months of research at the Na- 
tional Institutes of Health at Bethesda, Md., on the 
biosynthesis of proteins and nucleic acids of normal 
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liver and liver tumors, supported by a Guggenheim 
Foundation fellowship. Previously he was on the 
faculty of the Johns Hopkins School of Medicine, 
Baltimore, for nine years. He is a member of the 
American Chemical Society, the Society of Experi- 
mental Biology and Medicine, and the American 
Society of Biological Chemists. 


OHIO 


Society News.—The Cleveland Radiological Society 
recently elected the following officers for 1957-58: 
president, Dr. Delbert A. Russell; vice-president, 
Dr. Thomas Knickerbocker; and secretary-treasurer, 
Dr. Frederick A. Rose, 2065 Adelbert Road, Cleve- 
land 6. 


PENNSYLVANIA 
Philadelphia 


Personal.—Dr. Philip S. Barba, associate professor 
of pediatrics, Graduate School of Medicine, Uni- 
versity of Pennsylvania, has been appointed to serve 
on the President's Citizens Advisory Committee on 
the Fitness of American Youth.——Dr. James L. A. 
Roth, associate professor of physiology and gastro- 
enterology, University of Pennsylvania Graduate 
School of Medicine, received an honorary degree of 
doctor of science at the recent commencement ex- 
ercises of Carthage College, Carthage, Il. 


TEXAS 


Society News.—Dr. Jacobus D. McCulley, Houston, 
was recently elected president of the Texas Society 
of Anesthesiologists. Other officers include Dr. Mil- 
ton M. Rosenzweig, San Antonio, president-elect; 
Dr. David O. Johnson, Austin, vice-president; Dr. 
Randle J. Brady, Houston, secretary-treasurer; and 
Dr. Lawrence W. Schuhmacher, Houston, program 
chairman.——Dr. Truman G. Blocker Jr., Galves- 
ton, was recently elected president of the Texas 
Society of Plastic Surgeons. Other officers are Dr. 
Sidney Hardy, Houston, vice-president, and Dr. 
Steve R. Lewis, Galveston, secretary-treasurer. 


Division of Medical Sociology.—A division of medi- 
cal sociology has been established in the depart- 
ment of preventive medicine and public health, 
University of Texas Medical Branch, Galveston. In 
addition to conducting research and teaching in the 
realm of socio-environmental aspects of health and 
illness, the division operates jointly in such special- 
ties as psychiatry, nursing and medical education, 
and administration. Research projects in areas such 
as industrial health, social epidemiology of mental 
disorders, tuberculosis, and alcoholism are current- 
ly under way. E. Gartley Jaco, Ph.D., will serve as 
director, with the initial staff composed of Norman 
G. Hawkins, Ph.D., and Sam Schulman, Ph.D., as 
assistant professors of medical sociology. 


} 
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WASHINGTON 


Appoint Radiology Department Head.—Appoint- 
ment of Dr. Melvin M. Figley as head of the Uni- 
versity of Washington Medical School’s department 
of radiology has been approved by the board of 
regents. The regents also reestablished a department 
of oral pathology in the School of Dentistry. Dr. 
Figley will be the first permanent head of the 
radiology department. His appointment is effective 
June 1, 1958. Currently an assistant professor of 
radiology at the University of Michigan, he is also 
a consultant at the Ann Arbor Veterans’ Administra- 
tion Hospital. He has been a member of the Michi- 
gan faculty since 1950. Dr. Figley holds a five-year 
$30,000 Markle Foundation fellowship, and this year 
he was awarded research grants by the Michigan 
and American Heart associations. His research in- 
terests lie in the field of angiography. 


Annual Symposium on Heart Disease.—The ninth 
annual symposium on heart disease, sponsored by 
the Washington State Heart Association and the 
Washington State Department of Health, will be 
held at the University of Washington Medical 
School Auditorium Oct. 4-5. Speakers include Dr. 
Herman Hellerstein, Cleveland; Dr. Robert P. 
Grant, Bethesda, Md.; Henry Longstreet Taylor, 
Ph.D., Minneapolis; Dr. Julius H. Comroe Jr., Phila- 
delphia; and Dr. Paul Dudley White, Boston. 
Themes of the symposium will be “Changing At- 
titudes About Coronary Disease” and “Disorders of 
the Heart and Lungs.” The speakers will also con- 
duct panel sessions and discuss questions from the 
audience. For information write Dr. Robert A. 
Bruce, Chairman, Annual Symposium, Planning 
Committee, 3121 Arcade Building, Seattle 1. Wash. 


WEST VIRGINIA 


State Medical Election.—The following officers of 
the West Virginia State Medical Association have 
been elected for 1957-1958: president, Dr. Charles 
A. Hoffman, Huntington; president-elect, Dr. 
George F. Evans, Clarksburg; vice-president, Dr. 
Jacob C. Huffman, Buckhannon; treasurer, Dr. 
Thomas Maxfield Barber, Charleston (reelected ). 
The 91st annua! meeting of the association will be 
held at The Greenbrier, White Sulphur Springs, 
Aug. 21-23, 1958. 


Dedicate Basic Sciences. Building.—The Basic Sci- 
ences building of the West Virginia Medical Cen- 
ter, Morgantown, will be dedicated Oct. 5. Principal 
speaker at the ceremony will be Dr, William S. 
Middleton, chief medical director for the Veteran's 
Administration and former dean of the University 
of Wisconsin School] of Medicine. The building is 
the second unit in the center constructed toward the 
expansion of the present two-year schoo! to a four- 
year medical program and development of schools 
of nursing and dentistry. The College of Pharmacy 
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will move from the university campus to the med- 
ical center. The basic sciences building consists of 
a central core, measuring 225 by 225 feet with five 
wings extending an additional 100 feet to the north, 
east, and west. The core is five stories high and 
contains lecture rooms, laboratories, and other 
teaching facilities. Located on the second, third and 
fourth floors are facilities for teaching anatomy, 
biochemistry, microbiology, pathology, pharmacol- 
ogy, physiology, and public health and preventive 
medicine, plus specialized research equipment. The 
School of Dentistry occupies the first floor of the 
core. The wings contain the schools of nursing and 
pharmacy and the administrative offices, the library, 
main auditorium, and a lounge, lockers, post office, 
bookstore, and food services. Construction of the 


New Basic Sciences Building at West Virginia University, 
Morgantown. 


500-bed teaching hospital, which will be connected 
to the basic sciences building, is underway, and 
completion is scheduled within three vears. 


GENERAL 


Coronary Heart Disease.—The Metiopolitan Lite 
Insurance Company Information Service has _ re- 
ported that coronary heart disease, “the commonest 
form of heart disease today,” is least frequent among 
young married women, among persons living in the 
rural part of the southern states, and among those 
who have had no history of premature death or oc- 
currence of heart disease in the family. A study of 
recorded mortality from heart disease by statisti- 
cians of the insurance company reveals variations 
according to age, sex, weight, race, marital status, 
geographic region, and other factors. Up to age 45, 
the death rate from heart disease runs up to 6.6 
times as high for white men as for white women. 
The ratio decreases progressively with advance in 
age, until at age 85 and over the rates for the two 
sexes among white persons are about the same. 
Among nonwhites the sex differences in the death 
rate are much smaller and do not vary much with 
age. Heart disease death rates are significantly 
higher for the widowed, the single, and the divorced 
than for the married. Studies have shown that peo- 
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ple who are overweight are more likely to suffer 
fatal attacks of heart disease. When overweight is 
coupled with slight or moderate elevation of blood 
pressure, the chances of such an attack are greatly 
increased. The heart disease death rate is lowest in 
the east south central region and highest in the 
middle Atlantic region. 


Public Health Development Program.—The Amer- 
ican Public Health Association is initiating a long- 
range technical development program to help 
communities with new and changing health prob- 
lems. According to Dr. Reginald M. Atwater. 
executive secretary of the association, in some im- 
portant areas of public health methods and stand- 
ards have remained virtually unchanged “since the 
horse-and-buggy era.” Initial concentration will be 
in eight areas: radiological health, accident preven- 
tion, mental health, chronic disease and rehabilita- 
tion, child health, environmental health, medical 
care administration, and public health administra- 
tion. A committee of experts in each area will 
develop policy statements, write operating manuals, 
conduct field studies, surveys, and demonstrations, 
and consult with state and local health authorities 
and agencies. To coordinate the program a tech- 
nical development board has been appointed, Chair- 
man is Dr. Martha M. Eliot, former chief of the 
U. S. Children’s Bureau and now professor of ma- 
ternal and child health at the Harvard School of 
Public Health, Boston. Initiation of the technical 
development program is the first step in a three- 
year expansion and reorganization program for the 
85-vear-old professional society. The total program 
will require a $250,000 increase in annual operating 
budget, to be reached by 1960. The Rockefeller 
Foundation has made a grant of $150,000 to help 
finance new activities during the developmental 
period. 


International Seminars in Mental Health.—The 
Postgraduate Center for Psychotherapy, New York 
City, will initiate a series of international seminars 
in the field of mental health by presenting Dr. W. 
Grey Walter, British neurophysiologist, who will 
speak on “Brain Behavior,” at an open meeting at 
the New York Academy of Medicine at 8:00 p. m., 
Oct. 23. Dr. Walter will lead two other seminars, on 
Oct. 20 and 31, respectively, when the subjects will 
be “The Physiology of Personality” and “The Cyber- 
netic Approach to Mentality and Society.” At the 
third meeting he will demonstrate his “electronic 
turtle,” one of the models he designed and built for 
the study of nerve mechanisms. The international 
seminars of the Postgraduate Center for Psycho- 
therapy have been established under a grant by the 
Samuel Rubin Foundation. They will be presented 
semi-annually for the purpose of providing a plat- 
form in the United States for outstanding scientists 
from abroad who can present new ideas and ap- 
proaches which may be integrated into the field of 
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psychotherapy. The siminars will be presented with 
the assistance of an International Advisory Council. 
This program has been given formal sponsorship by 
the World Federation for Mental Health. The post- 
graduate center is a nonprofit organization dedi- 
cated to a four-fold program in mental health: to 
conduct clinics; provide out-patient psychothera- 
peutic services for some 700 children and adults 
who cannot afford private psychiatric fees; to serve 
as an advanced training center for psychotherapists; 
and to carry on intensive research programs in a 
continuing effort to develop better and shorter edu- 
cation programs. 


Music Therapy Association.—The eighth annual 
conference of the National Association for Music 
Therapy, Inc., will be held Oct. 10-12 at the Kellogg 
Center for Continuing Education, Michigan State 
University, East Lansing. The agenda includes new 
music therapy techniques; relation between music 
therapy and special education; present status of 
music therapy in psychiatry; reports of current re- 
search; and music therapy as a developmental need 
for children, Registration fee is $6. Entertainment 
includes a concert by the Michigan State University 
Faculty Chamber Orchestra and a banquet Oct. 11. 
For information write the Kellogg Center for Con- 
tinuing Education, Michigan State University, East 
Lansing, Mich. 


Food and Nutrition Reprints——The Council on 
Foods and Nutrition regrets that the cards requesting 
reprints from the Annual Meeting of the American 
Medical Association were lost in transit from New 
York and have not been located. Upon request, the 
Council will be glad to furnish a list of its available 
publications. 


Hospital Association Meeting in Atlantic City.—The 
59th annual conference of the American Hospital 
Association will be held Sept. 30-Oct. 3 in Atlantic 
City, N. J. Dr. Albert W. Snoke, president of the 
association and Mr. James D. Dyett, president of 
the Hospital Industries’ Association, Buffalo, N. Y., 
will present addresses Sept. 30. A conference on 
hospital planning, “New Trends in Hospital Serv- 
ices,” will be presented Sept. 30, with Dr. David B. 
Wilson as chairman. 

Topics to be discussed in the general assembly 
are: education in the nation, an informed public, 
the nation’s health, voluntary health care and gov- 
ernment, and the future of hospitals. Technical ex- 
hibits are planned. A luncheon for international 
guests will be held Sept. 30. Round-table sessions 
will be conducted eacii afternoon. Entertainment 
includes the president's reception Sept. 30 and the 
banquet Oct. 2, at which the distinguished service 
award will be presented to Mr. John H. Hayes, 
hospital consultant, Douglaston, L. I. N. Y. For 
information write the American Hospital Associa- 
tion, 18 East Division St., Chicago 10, IIl. 
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Prevalence of Poliomyelitis—According to the Na- 
tional Office of Vital Statistics, the following number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 


Aug. 31, 1957 Sept. 1, 
1956 
Paralytie Total Total 
Area ‘ype Causes Cuses 
New England States 
oes ‘ 
40% 
Middle Atlantie States 
Fast North Central States 
] 16 46 
3 6 39 
7 47 M4 
West North Central States 
1 28 
2 11 33 
1 3 7 
ee 1 11 
South Atlantic States 
5 
2 ? 5 
East South Central States 
West South Central States 
40 
Mountain States 
Pacific States 
Territories and Possessions 
TOCA] 7 257 ASD 
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Meeting on Psychosomatic Medicine.—The fourth 
annual meeting of the Academy of Psychosomatic 
Medicine will be held at the Morrison Hotel, 
Chicago, Oct. 17-19. Theme for the meeting will be 
“Psychosomatic Aspects of Obstetrics, Gynecology, 
and Endocrinology, Including Diseases of Metabo- 
lism.” Foreign participants include Dr. Grantley 
Dick-Read, London, England; Dr. Bernard B. 
Raginsky, Quebec, Canada; and Dr. Carl W. R. 
Tupper, Nova Scotia, Canada. The program in- 
cludes the following symposiums and moderators: 


Psychosomatic Aspects of the Pre- and Postnatal Period, Dr. 
Edith P. Jackson, New Haven, Conn. 

Psychosomatic Aspects of Pediatric Gynecology and Endo- 
crinology, Dr. Goodrich C. Schauffler, Portland, Ore. 

Psychologic Factors in Anesthesia, Dr. Raginsky. 

Emotional Factors in Sterilization and Abortion (Sponta- 
neous, Criminal, and Therapeutic), Dr. Flanders Dunbar, 
New York City. 


Goals and Therapy in Psychosomatic Diseases, Dr, Dunbar. 


A panel discussion, “Psychosomatic Infertility,” 
moderated by Dr. M. Edward Davis, Chicago, will 
be held Oct. 18. Dr. Ethan Allan Brown, president 
of the academy, will present “Three Psvches, Two 
Somas” at the banquet Oct. 18. The fee is $10 for 
nonmembers. For information write Dr. William S. 
Kroger, Secretary, Academy of Psychosomatic Med- 
icine, 104 S. Michigan Ave., Suite 415, Chicago 
3, Tl. 


Medical Meeting for Hunters.—The South Dakota 
State Medical Association is sponsoring a Hunter's 
Medical Meeting, Oct. 26-30, in Mitchell, $. D. The 
meeting is limited to 100 out-of-state doctors of 
medicine. Registration fee of $100 includes hunting 
license, hunting grounds, and guides, scientific ses- 
sions, and four dinners. If wives come with hus- 
bands and hunt, the registration fee is the same for 
each; if wives do not hunt, their registration fee is 
$75. A special motel has been reserved for out-of- 
state physicians. For information and registration 
blank, write Mr. John C. Foster, Executive Secre- 
tarv, South Dakota State Medical Association, 300 
First National Bank Building, Sioux Falls. S$. D. 


LATIN AMERICA 


Medical School Teaching Program.—To continue 
the development of basic science teaching, the 
School of Medicine of the University of El Salvador, 
San Salvador, will supplement its staff and purchase 
further equipment for its departments of anatomy, 
biochemistry, microbiology, pathology, physiology, 
and preventive medicine. The Rockefeller Founda- 
tion has provided $171,000 for these purposes during 
the next vear and a half. A teaching health center 
and out-patient facility adjoining the Medical School 
and its teaching hospital have been financed by the 
Ministry of Health, which is also providing the 
personnel needed to staff the center and to offer 
instruction in the fields of community health, nurs- 
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ing, and social services. Students receive basic 
training in such subjects as epidemiology and bio- 
statistics in correlation with the associated basic 
sciences, and in their clinical years have practical 
training in public health and preventive medicine at 
the center and hospital. With support from the 
Salvadorian government, the Kellogg Foundation, 
the International Cooperation Administration, and 
private sources, the school has established a modern 
teaching center and has developed a trained group 
of academic personnel at both the basic and clinical 
science levels. 


Three-Year Scholarship Grant.—The Pan American 
Medical Association announces a three-vear med- 
ical scholarship to a Cuban physician to study in- 
ternal medicine in the School of Medicine Wayne 
State University, Detroit. The recipient will be se- 
lected by a committee of five members of the 
Havana Chapter of the association, with Dr, Carlos 
F. Cardenas as chairman, The following. stipula- 
tions are given: (1) the student-physician will be 
chosen on his record as a medical student and in his 
hospital internship of at least two years; (2) the 
candidate must speak English; (3) he must pledge 
to return to his country and practice medicine and 
to teach for at least ten years after completion of 
the scholarship. For information write Dr. Charles 
Pierre Mathé, Pan American Medical Association. 
450 Sutter St., San Francisco $8, Cal. 


Meeting of Pathologists in Mexico City.—The joint 
meeting of the American Society of Clinica] Pa- 
thologists, Asociacion Mexicana de Patologos, and 
the College of American Pathologists will be held 
Oct. 7 at the Ciudad Universitaria, Addresses will 
be given by Dr. Raoul Fournier, dean, University 
of Mexico School of Medicine; Dr. Miguel Schulz, 
president, Asociacion Mexicana de Patologos; and 
Dr. Isaac Costero, honorary president, Sociadad 
Latino-Americana de Anatomo-Patologos. Responses 
will be given by Dr. W. A. D, Anderson, president, 
College of American Pathologists; Dr. John L. Go- 
forth, president, American Society of Clinical Pa- 
thologists; and Dr. David A. Wood, president. 
American Cancer Society. The program includes 
the following presentations: 

Cerebral Cysticercosis, by Drs. M. Schulz and F. Biagi, 
Pathology Unit, National University Medical School. 
Amebiasis in Children, by Drs, M. Salas, kK. Ambrosius and 

M. Esparza, Children’s Hospital. 
Cirrhosis of the Liver, by Dr. Ruy Perez Tomayo, Pathology 
Unit, National University Medical School. 
Onchocercosis, by Dr. M. Martinez Baez, Tropical Diseases 
Institute. 


Cerebral Lesions in Malaria, by Dr. L. Costero, National 
Heart Institute. 


Tours of the campus of the university and of 
Mexico City are planned. For information write the 
College of American Pathologists, 2115 Prudential 
Plaza, Chicago 1, Il. 


EXAMINATIONS AND LICENSURE 


w 


FOREIGN 


Congress on Wine and Alcohol.—The International 
Congress for Medicine will be held Oct. 11-13 at 
the Faculty of Medicine and Pharmacy, place de la 
Victoire, Bordeaux, France, under the presidency 
of Georges Portmann, honorary dean of the Faculty 
of Medicine and Pharmacy of Bordeaux. Problems 
to be considered are wine and health. The special 
reports will be accompanied by communications 
concerning the latest studies on the physiologic and 
microbicidal composition of various wines. Meet- 
ings will also take place in various viticultural re- 
gions of the district of the Gironde showing 
vineyards, vintage and the treatment of grapes. The 
organizing committee states that a large foreign 
participation is assured. Additional facultative trips 
to the southwest are planned. Entertainment in- 
cludes a soiree at the Grand Theater of Bordeaux 
Oct. 11 and the official banquet in the castle of the 
Dukes of Epernon Oct, 12. For information write 
Secrétaire Général du Congrés, 36, Avenue d’Ares, 
Bordeaux. France. 


CORRECTION 


Dr. Walsh on Presideni’s Advisory Committee.— 
Through error, the name of Dr. William B. Walsh, 
internist, Washington, D. C., was not included in 
the listing of physician members of the Citizens’ Ad- 
visory Committee to the President’s Council on 
Youth Fitness, which was discussed in an editorial 
in THE JOURNAL, Sept. 7, page 54. 


EXAMINATIONS 
AND 
LICENSURE 


BOAKDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 


Arizona: Examination and Reciprocity. Phoenix, Oct. 16-18. 
Exec. Sec., Mr. Robert Carpenter, 826 Security Bldg., 
Phoenix. 


Arkansas:* Examination and Reciprocity. Little Rock, Nov. 
7. Sec., Dr. Joe Verser, Harrisburg. 


CALIFORNIA: Written Examination. Sacramento, Oct. 21-24. 
Oral Examination. San Francisco, Nov. 16. Oral and 
Clinical for Foreign Graduates. San Francisco, Nov. 17. 
Sec., Dr. Louis E. Jones, 1020 N St., Sacramento 14. 


CoLorapo:*® Reciprocity. Denver, Oct. 8, Examination. 
Denver, Dec. 3-4. Exec. Sec., Mrs. Beulah H. Hudgens, 
715 Republic Bldg., Denver 2. 

Connecticut:*® Examination. Hartford, Nov. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. 
Homeopathic. Examination. Derby, Sept. 10. Sec., Dr. 
Donald A. Davis, Derby. 

De_awarRE: Examination. Dover, Jan. 14-16. Reciprocity. 


Dover, Jan. 23. Dr. Joseph S$. McDaniel, Professional 
Bldg., Dover. 
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Districr or CovumBia:® Reciprocity. Washington, Sept. 9. 
Examination. Washington, Nov. 12-13. Deputy Director, 
Mr. Paul Foley, 1740 Massachusetts Ave., N.W., Wash- 
ington, D. C. 

Fionipa:*® Examination. Miami, Nov. 24-26. Sec., Dr. 
Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Georcia: Examination. Atlanta, Oct. 8-9. Reciprocity. At- 
lanta, Oct. 10. Sec., Mr. Cecil L. Clifton, 111 State 
Capitol, Atlanta 3. 

Ipano: Examination and Reciprocity. Boise, Jan. 13-15. Ex. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

lowa:*° Examination. Des Moines, Dec. 2-4. Exec. Sec., 
Mr. Donald V. Saf, State Office Building, Des Moines 19. 

Kentucky: Examination. Louisville, Dec. 9-11. Sec., Dr. 
Russell E. Teague, 620 South Third St., Louisville 2. 

Maine: Exainination, Portland, Nov, 12-14. Reciprocity. 
Portland, Nov. 12. Sec., Dr. Adam P. Leighton, 192 
State St., Portland. 

Reciprocity. Baltimore, September. Examina- 
tion. Baltimore, Dec. 10-13. Sec., Dr. Frank K. Morris, 
1211 Cathedral St., Baltimore. 

Massacuusetts: Examination. Boston, Jan. 14-17. Sec., Dr. 
Robert C. Cochrane, 37 State House, Boston. 

MicuHican:® Examination. Lansing, Oct. 9-11. Exec. Sec., Dr. 
E. C. Swanson, 118 Stevens T. Mason Bldg., Lansing 8. 

MinNesota:*® Examination and Reciprocity. Minneapolis, 
Oct. 15-17. Sec., Dr. F. H. Magney, 230 Lowry Medical 
Arts Bldg., St. Paul 2. 

Mississipet: Reciprocity. Jackson, December. Examination. 
Jackson, June. Asst. Sec., Dr. R. N. Whitfield, Old Capi- 
tol, Jackson 113. 

Montana: Examination and Reciprocity. Helena, Oct. 1-2. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nesraska:*® Examination. Omaha, June. Sec., Mr. Husted 
kK. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
New Hampsuire: Examination and Reciprocity. Concord, 
Sept. 11-13. Sec., Dr. John §. Wheeler, 107 State House, 

Concord. 

New Jersty: Examination. Trenton, Oct. 15-18. Sec., Dr. 
Patrick H. Corrigan, 28 W. State St., Trenton. 

New Menxico:* Examination and Reciprocity. Santa Fe, 
Nov. 18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 10-13. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany 7. 

Nortu Carouina: Endorsement. Morehead City, Oct. 12. 
Asst. Sec., Mrs. Louise J. McNeill, 716 Professional Bldg., 
Raleigh. 

Nortu Dakota: Examination. Grand Forks, Jan. 9-12. Reci- 
procity. Grand Forks, Jan. 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Onto: Endorsement. Columbus, Oct. 1. Examination. Co- 
lumbus, Dec. 17-19. Sec., Dr. H. M. Platter, 21 W. 
Broad St., Columbus 15. 

OxLAHoMa: Examination. Oklahoma City, Dec. 14-15. Sec., 
Dr. E. L. Lester, 813 Braniff Bldg., Oklahoma City. 

Orecon:® Reciprocity and Endorsement. Portland, Oct. 3-5. 
Examination. Portland, January. Exec. Sec., Mr. Howard 
I. Bobbitt, 609 Failing Bldg., Portland. 

Ruove Isuanp:* Examination. Providence, Oct. 3-4. Ad- 
ministrator of Professional Regulation, Mr. Thomas B. 
Casey, 366 State Office Bldg., Providence. 

Soutrn Carouina: Examination. Columbia, Dec. 10. Sec., 
Dr. H. E. Jarvey, Jr., 1329 Blanding St., Columbia. 

Sourn Dakotra:® Examination. Sioux Falls, Jan. 21-22. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 
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TENNESSEE: *° Examination. Memphis, Sept. 25-26, Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:® Examination and Reciprocity. Fort Worth, Dec. 
5-7. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., 
Fort Worth 2. 

Uran: Examination. Salt Lake City, July 9-11. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vincinia: Reciprocity. Richmond, Dec. 4. Examination. 
Richmond, Dec. 5-7. Address: Office of the Secretary, 
631 First St., S.W., Roanoke. 

W asHINcTON:® Examination. Seattle, Jan. 13-15. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

West Vincinta: Reciprocity. Charleston, Oct. 7. Examina- 
tion. Charleston, January. Sec., Dr. Newman H. Dyer, 
State Office Bldg., No. 3, Charleston 5. 

Wisconsin:° Reciprocity. Madison, Oct. 18. Examination. 
Madison, January. Sec., Dr. Thomas W. Tormey, Jr., 1140 
State Office Bldg., Madison. 

Wyomunc: Examination and Reciprocity. Cheyenne, Sept. 
30, Sec., Dr. Franklin D. Yoder, State Office Bldg., 
Cheyenne. 

AtaAska:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Hlawau: Examination. Honolulu, Jan, 13-14. Sec., Dr. 1. L. 
Tilden, 1020 Kapiolani St., Honolulu. 

Vireww Istanps: Examination. St. Thomas, Nov. 13. Sec., 
Dr. Earle M. Rice, Charlotte Amalie, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arizona: Examination. Tucson, Sept. 17. Reciprocity, 
Tucson, Sept. 19. Sec., Mr. Herman E, Bateman, Univer- 
sity of Arizona, Tucson, 

ARKANSAS: Examination. Little Rock, Oct. 7-8. Sec., Mr. 
S. C. Dellinger, Zoology Department, University of Ar- 
kansas, Fayetteville. 

Connecticut: Examination. New Haven, Oct. 12. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New 
Haven 10. 

District or CotumBia: Examination. Washington, Oct. 21- 
22. Deputy Director, Mr. Paul Foley, 1740 Massachusetts 
Ave., N. W., Washington, D. C. 

FLorwa: Examination. Gainesville, Nov. 9. Sec., Mr. M. W. 
Emmel, Box 340, University of Florida, Gainesville. 

lowa: Examination and Reciprocity. Des Moines, Oct. 8. 
Sec., Dr. Elmer W. Hertel, Waverly. 

Micnican: Examination. Ann Arbor and Detroit, Oct. 11-12. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ave., Lansing. 

Minnesota: Examination. Minneapolis, Oct. 1-2. Sec., Dr. 
Raymond N, Bieter, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 

New Mexico: Reciprocity. Santa Fe, Sept. 29. Examination. 
Santa Fe, Oct. 20. Sec., Mrs. Marguerite Cantrell, Box 
1522, Santa Fe. 

OxkLanoMa: Examination. Oklahoma City, Sept. 27-28. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Soutn Dakota: Examination. Vermillion, Dec. 6-7. Sec., 
Dr. Gregg M. Evans, 310 E, 15th St., Yankton. 

TENNESSEE: Examination. Memphis, Sept. 25-26. Sec., Dr. 
O. W. Hyman, 62 South Dunlap St., Memphis 3. - 

Texas: Examination. Austin, October. Chief Clerk, Miss 
Pearl A. Barrera, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, Sept. 20 and Milwaukee, 
Dec. 7. Sec., Mr. William H. Barber, 621 Ransom St., 
Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


ARMY 


Personal.—Dr. F. K. Mostofi has been appointed 
scientific director of the American Registry of 
Pathology of the Armed Forces Institute of Path- 
ology, to succeed Dr. H. G. Grady, who resigned 
the post to become professor of pathology at the 
Seton Hall College of Medicine and Dentistry, 
Jersey City, N. J. Dr. Mostofi has been chief of the 
genitourinary section of the Armed Forces Institute 
of Pathology since August, 1948, a post which he 
will continue to hold in addition to his new ap- 
pointment. 


NAVY 


Correspondence Course.—The correspondence 
course, Blood Transfusion, Methods and Procedures, 
NavPers 10998-1, a revision of the correspondence 
course, Special Clinical Services—Blood, NavPers 
10998, is now available. Consisting of eight objec- 
tive type assignments it is evaluated at 24 Naval 
Reserve promotion and nondisability retirement 
points. Since this is a minor revision of the former 
course, additional points will not be credited to 
Naval Reserve personnel who have previously com- 
pleted the course, NavPers 10998. Applications for 
enrollment should be submitted on Form NavPers 
992 (Rev. 2-56) and forwarded to the Commanding 
Officer, U. S. Naval Medical School, National Naval 
Medical Center, Bethesda, Md., via the applicant's 
respective command. 


Personal.—Capt. Edward C. Kenney, commanding 
officer of the U. S. Naval Hospital, National Naval 
Medical Center, Bethesda, Md., has, since Septem- 
ber, 1955, been elevated to the rank of rear admiral. 


VETERANS ADMINISTRATION 


Training in Occupational Therapy.—The Veterans 
Administration will accept an increasing number ot 
students for training in occupational therapy, under 
the Physical Medicine and Rehabilitation Service, 
to help alleviate the national shortage in this field. 
The Veterans Administration has been training 
about 300 occupational therapy students at 17 hos- 
pitals each year, Admission of additional trainees 
to the hospital programs, on a “without compensa- 
tion” basis, will enable the Veterans Administration 
to comply with recent requests from occupational 
therapy schools for affiliation with VA hospitals. 
These students will receive quarters and subsistence 
in return for their services, but they will not re- 
ceive a stipend. Occupational therapy training in 
VA hospitals offers clinical experience in a variety 
of disease and disability categories. 
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Radioactive Counter.—A total body radioactivity 
counter has been designed and developed by Dr. 
Gerald J. Hine, a physicist in the radioisotope serv- 
ice of the VA Hospital in Boston. It is so sensitive 
that it can measure the tiny amounts of radioactiv- 
ity naturally present in the human body. Physicians 
can study some functions inside the body by noting 
this radioactivity. The movements of radioactive 
tracers can be followed on the counter, Since the 
counter is extremely sensitive, only minute amounts 
of these tracers would have to be introduced into 
the body. This means that the patient can be studied 
longer with a smaller dose of an isotope than was 
possible before. The counter will be used to com- 
pare radioactive patterns in healthy people with 
those of patients with various diseases. Another ad- 
vantage of the counter is that it can follow the ac- 
tions of different radioactive isotopes involved in 
separate functions in the body simultaneously. 


PUBLIC HEALTH SERVICE 


Personal.—Dr. Otis L. Anderson, formerly chiet of 
the Public Health Service Bureau of State Services, 
was assigned to the newly created post of assistant 
surgeon general for personnel and training. He was 
succeeded in the Bureau of State Services by Dr. 
David E. Price, formerly deputy chief of the Public 
Health Service Bureau of Medical Services. The 
changes become effective Oct. 1. The new position 
was established to provide as fully as possible for 
the development and _ utilization of Public Health 
Service Personnel.——Forrest J. Gerard, a member 
of the Blackfoot Indian tribe and former health asso- 
ciation official in Montana and Wyoming, has been 
appointed Tribal Relations Officer of the U. S. 
Public Health Service Division of Indian Health, 
effective Sept. 3. In his new position, Mr. Gerard 
will be responsible for relations between some 250 
Indian tribes and the federal government Indian 
health program. 


DEPARTMENT OF COMMERCE 


Radioisotope Techniques.—A radivisotope technique 
for determination of cardiac output which is said 
to offer virtually unlimited potential in the diagnosis 
and control of heart disease is described in a report 
(PB 121984 Blood Volume and Cardiac Output De- 
terminations Using Radioisotopes, by R. E. Zipf, 
J. M. Webber, and G. R. Grove, Miami Valley Hos- 
pital, and T. F. McGuire, Wright Air Development 
Center, Nov., 1956. Price $1.00) of Air Force-spon- 
sored research that is available through the Office 
of Technical Services, U. S$. Department of Com- 
merce, Washington 25, D. C. Simple and highly 
accurate, the technique can be used to demonstrate 
precisely the variations of cardiac output under 
stress and response to medications, and to measure 
the volume of whole blood, plasma, and erythrocytes. 
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DEATHS 


Cohn, Alfred Einstein, member emeritus of the 
Rockefeller Institute in New York City, died at his 
home, Iron Hill Farm in New Milford, Conn., July 
20, aged 78, of generalized arteriosclerosis and 
hypertension. Dr. Cohn was born in New York City 
April 16, 1879. He received his M.D. degree from 
Columbia University College of Physicians and 
Surgeons, New York City, 1904, and from 1907 to 
1909 he studied in Germany, Austria, and England. 
While working in London with Sir James Macken- 
zie, he discovered the presystolic murmur. Later, 
working with Thomas Lewis, Dr. Cohn helped to 
set up the Einthoven string galvanometer for mak- 
ing electrocardiograms at University College in 
London. He returned to New York and practiced 
medicine for two years, serving as associate in 
pathology at Mount Sinai Hospital and an alumni 
fellow in pathology at Columbia. It was at Mount 
Sinai that he made his first electrocardiograms in 
the United States in 1910 and published a scientific 
paper on this work. In 1911 he joined the staff of 
the Rockefeller Institute, where he continued his 
research, bringing with him the galvanometer for 
making electrocardiograms; was associated with the 
Institute for 33 years, becoming a member in 1920. 
and retired in 1944. During World War I he served 
as a major in the Army Medical Reserve Corps with 
assignment to the Surgeon General's Office and also 
a lieutenant colonel in the American Expeditionary 
Forces as senior consultant on circulatory diseases. 
Between wars he served on the council of the Vet- 
erans Administration, holding his post until 1946. 
During World War II he was vice-president and 
later chairman of the executive committee of the 
Committee for National Morale, special advisor to 
the Board of Economic Warfare and a member of 
the Health Committee of the Office of Foreign Re- 
lief and Rehabilitation Operations. He was actively 
identified with many public health organizations in 
an executive capacity. Dr. Cohn served both as a 
member of the board of governors and chairman 
of the committee on research of the New York 
Heart Association for over 25 years and was on the 
board of governors of the New York Tuberculosis 
and Health Association. He was chairman of the 
scientific committee of the Research Council of 
Department of Hospitals of New York City and its 
treasurer from 1943 to 1951. He was a member of 
the advisory council of the Committee on Research 
in Medical Economics from 1936 to 1939, chairman 
of the Sub-committee on Heart Diseases and Rheu- 
matic Fever for the 1939 New York World's Fair, 
and, until his death, belonged to the Club for Re- 
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search on Ageing. He served as a visiting professor 
in medicine at the Union Medical College in Pe- 
king, China, in 1925. He was on the executive com- 
mittee, Group on Adult Education of the Carnegie 
Corporation and the Council of the American Asso- 
ciation for Adult Education. From 1928 to 1940 he 
was a member of the Lasker Foundation and in 
1930 was president of the Harvey Society. From 
1930 to 1943 Dr. Cohn was a member of the com- 
mittee on library of the New York Academy of 
Medicine and served as committee chairman from 
1934 to 1941. He was on the board of governors of 
the Irvington House for the Care of Children with 
Heart Diseases and participated in planning its 
buildings. He served from 1933 to 1945 on the 
executive committee for Displaced Foreign Schol- 
ars and Displaced Foreign Physicians and from 
1934 to 1945 was a member of the China Medical 
Board of the Rockefeller Foundation. Dr. Cohn 
also served as a director of the Student Service of 
America. From 1945 to 1947 he was a member and 
treasurer of the American Committee for Emigre 
Scholars, Writers and Artists. He was president of 
the School of Asiatic Studies for the Iranian Insti- 
tute in New York from 1947 to 1949, having pre- 
viously served on its board, was a resident member 
of the Council on Foreign Relations, a member of 
the board of the Sydenham Institution and a life 
member of the Metropolitan Museum of Art. 
Among the organizations to which Dr. Cohn be- 
longed were: Association of American Physicians, 
American Society for Clinical Investigation, Ameri- 
can Association of Anatomists, American Physio- 
logical Society, New York Academy of Sciences, 
American Association of the History of Medicine, 
and New York Academy of Medicine. He was an 
associate member of the American Medical Asso- 
ciation. From 1924 to 1937 he was a member of the 
board of editors of Journal of Clinical Investigation 
and for eight years a member of the board of editors 
of the Bulletin of the New York Academy of Medi- 
cine. He was’ the author of four volumes: “Medi- 
cine, Science and Art: Studies in Interrelations,” 
published in 1931; “Minerva’s Progress,” published 
in 1946; “No Retreat from Reason—and Other Es- 
says,” published in 1948; and “The Burden of Dis- 
eases in the United States,” written with Claire 
Lingg and published in 1950. His alma mater hon- 
ored him in 1940 by conferring the honorary doctor 
of science degree. Dr. Cohn’s early investigations 
made fundamental contributions to the new tech- 
nique of electrocardiography. It was through his 
endeavors that the classification of criteria of the 
diagnosis of various types of heart diseases was 
stimulated in this country. 
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Lynch, Frederick James, Boston; born in Cam- 
bridge, Mass., Nov. i3, 1889; Harvard Medical 
School, Boston, 1919; specialist certified by the 
American Board of Obstetrics and Gynecology; 
member of the American Association of Obstetri- 
cians and Gynecologists of which he was at one 
time vice-president; past-president of the New Eng- 
land Obstetrical and Gynecological Society and the 
Boston Obstetrical Society; emeritus professor of 
obstetrics at Tufts College Medical School; at one 
time on the faculty of his alma mater; veteran of 
World War I; served on the staffs of the Cambridge 
City (Mass.) Hospital, Symmes Arlington Hospital, 
Arlington, Mass., Mount Auburn Hospital, Cam- 
bridge, Mass., Lawrence Memorial Hospital, Med- 
ford, Mass., Massachusetts General Hospital, Beth 
Israel Hospital, and the Boston City Hospital; died 
in the Phillips House, Massachusetts General Hos- 
pital, July 8, aged 67. 


Bubis, Jacob Louis, Miami Beach, Fla.; born in 
Cleveland July 23, 1885; University of Wooster 
Medical Department, Cleveland, 1907; specialist 
certified by the American Board of Obstetrics and 
Gynecology; member of the Ohio State Medical 
Association, Cleveland Academy of Medicine, and 
the Central Association of Obstetricians and Gyne- 
cologists; fellow of the American College of Sur- 
geons; practiced in Cleveland, where he was for 
many years associated with the Mount Sinai Hospi- 
tal, serving as chief of obstetrics and gynecology, 
and on the staffs of the Lakeside, St. Ann, and 
Maternity hospitals; formerly district surgeon for 
the Baltimore and Ohio Railroad; author of 
“Puerperal Gynecology” and “Women Are My Prob- 
lem”; died in Mount Sinai Hospital July 23, aged 72, 
of hypertensive cardiovascular disease and cerebral 
hemorrhage. 


Cavell, Roscoe William ® Ann Arbor, Mich.; Col- 
lege of Medical Evangelists, Loma Linda and Los 
Angeles, 1921; assistant professor of psychiatry at 
the University of Michigan Medical School; mem- 
ber of the American Psychosomatic Society and the 
American Psychiatric Association; past-president of 
the Michigan Society of Neurology and Psychiatry; 
served as psychiatrist at the Wayne County General 
Hospital at Eloise, Mich.; for two years psychiatrist 
with the U. S. Public Health Service at the U. S. 
Penitentiary Annex in Fort Leavenworth, Kan.; 
veteran of World War II and formerly chief medi- 
cal officer of the U. S. Induction Station in Detroit; 
psychiatric consultant to the Southern Michigan 
Prison; on the staff of the University Hospital; died 
July 13, aged 61. 


Camero, Anthony Roland ® Los Angeles; born in 
Philadelphia June 9, 1905; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1929; certi- 
fied by the National Board of Medical Examiners; 
specialist certified by the American Board of Pathol- 
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ogy; member of the College of American Pathol- 
ogists and the American Society of Clinical Pathol- 
ogists; formerly on the faculty of his alma mater; 
practiced in Philadelphia, where he was associated 
with the Philadelphia General Hospital and Miseri- 
cordia Hospital; consulting pathologist at St. Francis 
Hospital in Lynwood, Calif.; since 1940 director of 
laboratories, Queen of Angels Hospital, where he 
died July 20, aged 52, of periarteritis nodosum and 
coronary thrombosis. 


Lewis, Joseph Davidson, Santa Barbara, Calif.; born 
in Newcastle, Pa., in 1871; Cleveland Medical Col- 
lege, Homeopathic, 1893; specialist certified by the 
American Board of Otolaryngology; life member of 
the American College of Surgeons; member of the 
American Academy of Ophthalmology and Oto- 
laryngology; past-president of the Minnesota Acad- 
emy of Ophthalmology; past-president of the Yuba, 
Sutter, and Colusa Counties Medical Society; from 
1913 to 1922 chief of the department of otolaryngol- 
ogy, Minneapolis General Hospital; on the staffs 
of Santa Barbara Cottage Hospital, Santa Barbara 
General Hospital, and St. Francis Hospital; died 
May 31, aged 86, of cardiovascular accident and 
generalized arteriosclerosis. 


Drennen, Earle ® Birmingham, Ala.; born in Arka- 
delphia Oct. 13, 1882; Columbia University College 
of Physicians and Surgeons, New York City, 1906; 
served as professor of clinical surgery at the Medi- 
cal College of Alabama; member of the founders 
group of the American Board of Surgery; member 
of the House of Delegates of the American Medical 
Association in 1915; member of the American Sur- 
gical Association, Southern Surgical Association, 
and the International Society of Surgeons; fellow of 
the American College of Surgeons; veteran of 
World War I; associated with the Highland Bap- 
tist, Children’s, St. Vincent’s, and University hos- 
pitals; died July 4, aged 74, of a heart attack. 


Crow, Hubert Dinwiddie, Suffolk, Va.; born in 
Raleigh, N. C., Dec. 4, 1911; Medical College of 
Virginia, Richmond, 1938; interned at the Medical 
College of Virginia, Hospital Division, Richmond; 
member of the Medical Society of Virginia; health 
director of a combined district health unit compris- 
ing the counties of Southampton, Isle of Wight, 
Nansemond, and the city of Suffolk; served as direc- 
tor of the medical training section of the state 
health department; on the staff of the Louise Obici 
Memorial Hospital; died July 21, aged 45, of a 
heart attack. 


Ely, Donald, Portsmouth, N. H.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1954; 
certified by the National Board of Medical Exam- 
iners; interned at the Abington (Pa.) Memorial 
Hospital; served a residency in psychiatry at the 
Pennsylvania Hospital, Department for Mental and 
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Nervous Diseases in Philadelphia; service member 
of the American Medical Association; lieutenant in 
the U. S. Naval Reserve stationed at the Retraining 
Command in Portsmouth; died in Exeter (N. H.) 
Hospital June 24, aged 28. 


James, Henry, New York City; Columbia University 
College of Physicians and Surgeons, New York 
City, 1907; formerly on the faculty of his alma 
mater; fellow of the American College of Physi- 
cians; member of the Medical Society of the State 
of New York; veteran of World War I; a founder 
of the Doctors Hospital, where he was a consulting 
physician; consulting physician at the Southampton 
(N. Y.) Hospital and the Roosevelt Hospital; served 
on the staff of the Bellevue Hospital; died July 14, 
aged 76. 


Bechtold, Edmond # Belleville, Ill.; Washington 
University School of Medicine, St. Louis, 1915; 
fellow of the American College of Surgeons; veteran 
of World War I; a member of the Belleville Town- 
ship Board of Education; past-president of the 
Belleville Branch, St. Clair County Medical Socie- 
ty; held the Silver Beaver Award of the Boy Scouts; 
a director of the First National Bank; on the staff of 
St. Elizabeth’s Hospital, where he died July 16, 
aged 65, of coronary thrombosis. 


Eagle, Arthur Bruce, Martinsburg, W. Va.; Univer- 
sity of Maryland School of Medicine, Baltimore, 
1904; an associate member of the American Medi- 
cal Association; past-president and secretary of the 
Eastern Panhandle Medical Society; city and county 
health officer; past-president of the West Virginia 
Horticultural Society; on the staffs of the City and 
Kings Daughters hospitals; since 1946 president of 
the Peoples Trust Company; died July 22, aged 76, 
of coronary disease. 


Hutchinson, Alfred Dunbar, Pennington, N. J.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1899; an associate member of the 
American Medical Association; past-president and 
secretary of the Mercer County Medical Society; 
formerly practiced in Trenton, where he was a 
member of the board of education, an examining 
physician for the Selective Service, and on the staff 
of the Mercer Hospital, where he died July 5, 
aged §3. 


Maroon, Sam Zacharia * Kingston, N. Y.; University 
of Cincinnati College of Medicine, 1941; specialist 
certified by the American Board of Surgery; fellow 
of the American College of Surgeons; interned at 
the Cincinnati General Hospital; served a resi- 
dency at the New York Post-Graduate Medical 
School and Hospital in New York City; veteran of 
World War II; on the staffs of the Benedictine and 
Kingston hospitals; died July 20, aged 43, of coro- 
nary thrombosis. 
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Allen, Robert Wilson, Omaha, Neb.; St. Louis Uni- 
versity School of Medicine, 1910; served as director 
of the Lee County Health Department while in 
Dixon, Ill.; veteran of World War II and the Korean 
War; died July 16, aged 68, of myocardial insuffi- 
ciency. 


Anderson, Bruce ® Pontiac, Mich.; Detroit Homeo- 
pathic College, 1900; fellow of the American Col- 
lege of Surgeons; formerly practiced in Detroit, 
where he was on the staff of the Grace Hospital; 
died in the Pontiac General Hospital July 4, aged 
83. 


Andrews, William Arthur ® Johnson City, N. Y.; 
Syracuse University College of Medicine, 1911; on 
the staff of the Charles $. Wilson Memorial Hos- 
pital, where he died July 11, aged 70, of pulmonary 
tuberculosis. 


Antweil, Abraham ® Fort Worth, Texas; University 
and Bellevue Hospital Medical College, New York 
City, 1918; member of the American Academy of 
General Practice; associated with the John Peter 
Smith and St. Joseph’s hospitals; died in the Harris 
Hospital July 16, aged 62, of feticulo-endothelial 
sarcoma with metastases to liver, spleen, and heart. 


Arline, Thomas J. ® Cairo, Ga.; Louisville (Ky.) 
Medical College, 1893; on the staff of the Grady 
County Hospital, where he died July 7, aged 90, 
of uremia. 


Baird, James Webber, Sadieville, Ky.; Cincinnati 
College of Medicine and Surgery, 1889; an associate 
member of the American Medical Association; died 
in Veachland June 25, aged 91, of arteriosclerosis. 


Ball, Thomas Zopher ® Crawfordsville, Ind.; Rush 
Medical College, Chicago, 1895; past-president of 
the Montgomery County Medical Society; member 
of the Association of Military Surgeons of the 
United States and the American Public Health As- 
sociation; veteran of the Spanish—American War 
and World War I; served on the staff of the Culver 
Hospital; died June 19, aged 89. 


Bates, Willard Allen, Madison, Wis.; Keokuk (lowa) 
Medical College, College of Physicians and Sur- 
geons, 1907; veteran of World War I; member of 
the House of Delegates of the American Medical 
Association from 1933 to 1935; fellow of the Ameri- 
can College of Surgeons; died July 10, aged 80. 


Beard, James Harvey, Sulphur Springs, Ark.; 
Memphis (Tenn.) Hospital Medical College, 1900; 
died July 8, aged 86. 


Beazley, William Herbert, Baytown, Texas; Uni- 
versity of Louisville (Ky.) Medical Department, 
1912; served as state health officer; died in the 
San Jacinto Memorial Hospital July 11, aged 71, of 
myocardial infarction, 
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Blake, James Roscoe, Baltimore; Meharry Medical 
College, Nashville, Tenn., 1924; died in the Johns 
Hopkins Hospital June 27, aged 59, of micrococcal 
septicemia and pneumonia, and diabetes mellitus. 


Boyd, Augusto Samuel ® Panama, Republic of 
Panama; Columbia University College of Physi- 
cians and Surgeons, New York City, 1899; fellow 
of the American College of Surgeons; member of 
the Medical Association of Isthmian Canal Zone; 
died June 17, aged 77, of a heart attack. 


Breath, Marshall Burt ® San Antonio, Texas; Uni- 
versity of Texas School of Medicine, Galveston, 
1940; specialist certified by the American Board of 
Internal Medicine; veteran of World War II; on the 
staff of the Baptist Memorial Hospital; died July 15, 
aged 41, of myocardial infarction. 


Burns, Samuel Lee, Stonewall, Okla.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1899; an associate member of the American Medical 
Association; died July 5, aged 81. 


Carter, Roscoe Owen, Shreveport, La.; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1909; member of the Louisiana State Medi- 
cal Society; served as parish coroner; died July 7, 
aged 71, of cerebral hemorrhage. . 


Cartmell, Theodore Mithoff, Los Angeles; Columbia 
University College of Physicians and Surgeons, 
New York City, 1907; an associate member of the 
American Medical Association; veteran of World 
War I; served on the staff of the Hospital of the 
Good Samaritan; died July 3, aged 76, of congestive 
heart failure and arteriosclerosis. 


Cavanaugh, Donald Nicholas ® Wyoming, Ohio; 
Eclectic Medical College, Cincinnati, 1923; member 
of the American Academy of General Practice; as- 
sociated with the Maple Knoll Hospital and the 
Good Samaritan Hospital in Cincinnati, where he 
died July 17, aged 58, of coronary thrombosis. 


Cohen, Willi, New York City; Julius-Maximilians- 
Universitat Medizinische Fakultat, Wiirzburg, Ba- 
varia, Germany, 1905; died in the Beekman—Down- 
town Hospital May 21, aged 77. 


Coleman, Clarence T. ® Frankfort, Ky.; University 
of Louisville Medical Department, 1907; four-time 
mayor of Frankfort; in 1953, on his 71st birthday, 
was honored with a celebration of “Doctor Cole- 
man’s Day” by the people of Franklin County; 
associated with the Kings Daughters Hospital, 
where he died July 9, aged 75, of cerebral hemor- 
rhage. 


Cone, Andrew E., Portland, Ark.; Louisville (Ky.) 
Medical College, 1898; died in Dermott June 26, 
aged 81. 
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Crossley, Samuel Wallace ® Lake Charles, La.; 
University of Texas School of Medicine, Galveston, 
1919; member of the Texas Medical Association; 
died July 5, aged 75. 


Counts, Noah Tilden, Cocoa, Fla.; University Col- 
lege of Medicine, Richmond, Va., 1907; an associate 
member of the American Medical Association; 
served on the staff of the Wuesthoff Memorial Hos- 
pital, Rockledge, where he died June 24, aged 81, 
of coronary occlusion. 


Courter, Willard Orville ® Bend, Ore.; State Uni- 
versity of Iowa College of Medicine, Iowa City, 
1938; a member of the district school board of 
Bend; veteran of World War II; past-president of 
the Central Oregon Medical Society; past-president 
of the medical staff of St. Charles Memorial Hos- 
pital; died July 14, aged 43. 


Daniel, Joseph S., Corsicana, Texas; University of 
the South Medical Department, Sewanee, Tenn., 
1895; died June 24, aged 89. 


Davis, Warren Maynard ® Bridgeport, W. Va.; 
Medical College of Virginia, Richmond, 1905; died 
July 26, aged 78. 


de Brun, Harry Carl W. Schultz ® New York City; 
Fordham University School of Medicine, New York 
City, 1915; professor of surgery at the New York 
Polyclinic Medical School and Hospital; fellow of 
the American College of Surgeons; for many years 
surgeon for the police department; associated with 
Lenox Hill and Reconstruction hospitals; died in 
Saranac Lake, N. Y., July 16, aged 67. 


DeFeo, Amadeo Joseph ® Everett, Mass.; Middle- 
sex University School of Medicine, Waltham, 1937; 
died in York Beach, Maine, July 5, aged 47. 


DeWitt, Charles H. ® Valparaiso, Ind.; Chicago 
College of Medicine and Surgery, 1914; served as 
city and county health officer; examiner for the 
Selective Service; associated with the Porter Me- 
morial Hospital, where he died June 22, aged 83, 
of arteriosclerotic heart disease. 


Dempsey, Robert Bowne, Vallejo, Calif.; College of 
Physicians and Surgeons of San Francisco, 1903; an 
associate member of the American Medical Associa- 
tion; past-president of the Vallejo Chamber of 
Commerce; veteran of World War I; died July 9, 
aged 81. 


Deskins, J. Tilden, Elkhorn City, Ky.; Kentucky 
University Medical Department, Louisville, 1905; 
died in the Methodist Hospital, Pikeville, July 12, 
aged 74. 


Dooley, Frank Maxwell, Jackson, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1890; died in 
the Mississippi Baptist Hospital June 29, aged 88. 
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Doolittle, George Miles, Portsmouth, Ohio; Univer- 
sity of Buffalo School of Medicine, 1929; service 
member of the American Medical Association; for- 
merly associated with the Veterans Administration 
Hospital in Fort Lyon, Colo.; on the staff of the 
Portsmouth Receiving Hospital; died July 13, 
aged 61. 


Doyle, Helen MacKnight, San Francisco; Medical 
Department of the University of California, San 
Francisco, 1894; died in St. Francis Hospital July 22, 
aged 83, of arteriosclerotic heart disease. 


Draper, Walter E., Billings, Mont.; Sioux City 
(lowa) College of Medicine, 1904; veteran of World 
War I; died July 3, aged 76, of congestive heart 
disease. 


Eder, Howard Leslie ® Santa Barbara, Calif.; Uni- 
versity of Minnesota Medical School, Minneapolis, 
1922; specialist certified by the American Board of 
Pediatrics; member of the American Academy of 
Pediatrics; at one time on the faculty of the Uni- 
versity of Minnesota Medical School in Minneap- 
olis; on the staffs of the Santa Barbara Cottage, 
Santa Barbara General, and St. Francis hospitals; 
died July 12, aged 60, of bronchial carcinoma. 


Edmundson, Susan Offutt, Clearwater, Fla.; Uni- 
versity of Pittsburgh School of Medicine, 1919; for- 
merly practiced in Pittsburgh, where she was asso- 
ciated with St. Francis, Magee, and Shadyside 
hospitals; served on the staff of the Mayo Clinic, 
Rochester, Minn.; died July 15, aged 65, of coronary 
sclerosis. 


Faver, Henry Merrell, Tampa, Fla.; Atlanta School 
of Medicine, 1909; served on the staff of the Tampa 
General Hospital; died July 7, aged 76, of myo- 
cardial infarction. 


Fischl, Jacques Ruderfer © New York City; New 
York University College of Medicine, New York 
City, 1939; specialist certified by the American 
Board of Internal Medicine; served on the faculty 
of his alma mater; chief physician of the New York 
Yankees baseball team; on the staff of the Lenox 
Hill Hospital; died in Le Touquet, France, July 24, 
aged 43, of pulmonary edema and coronary sclerosis. 


Fleming, Patrick Joseph ® Cambridge, Mass.; Tufts 
College Medical School, Boston, 1903; for many 
years city physician; died in the Cambridge City 
Hospital July 14, aged 81, of arteriosclerotic heart 
disease. 


Flentje, Robert ® Springfield, [ll.; St. Louis Uni- 
versity School of Medicine, 1906; past-president of 
the Sangamon County Medical Society; died in St. 
John’s Hospital July 16, aged 76. 


Gaume, Harry W., Wichita, Kan.; Ensworth Medi- 
cal College, St. Joseph, Mo., 1907; died July 15, 
aged 82, of cardiorenal disease. 


J.A.M.A., Sept. 28, 1957 


Gilbert, Robert Samuel ® New York City; Univer- 
sité de Géneve Faculté de Médecine, Switzerland, 
1949; died in the Mount Sinai Hospital June 25, 
aged 49. 


Grala, William Leon, Hazleton, Pa.; Temple Uni- 
versity School of Medicine, Philadelphia, 1919; an 
associate member of the American Medical Asso- 
ciation and the Industrial Medical Association; on 
the staffs of the Hazleton State and St. Joseph’s 
hospitals; served as director of the People’s Savings 
and Trust Company; died July 19, aged 68. 


Gulick, Arthur Cornelius ® Goodland, Kan.; Jeffer- 
son Medical College of Philadelphia, 1900; served 
as county coroner and county health officer; on the 
staff of the Boothroy Memorial Hospital; died July 
4, aged 87, of acute congestive cardiac failure. 


Hardy, Hugh Winfred, Jasper, Texas; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1909; founder of the Hardy—Hancock Hos- 
pital; died in the John Sealy Hospital, Galveston, 
July 14, aged 70, of lower nephron nephrosis. 


Harris, Grove Walton © Marshalltown, Iowa; St. 
Louis University School of Medicine, 1904; died in 
St. Mary's Hospital, Rochester, Minn., July 17, aged 
74, of coronary occlusion. 


Harsha, Gene Melford ® Sistersville, W. Va.; Uni- 
versity of Maryland School of Medicine and College 
of Physicians and Surgeons, Baltimore, 1930; vet- 
eran of World War I; died July 22, aged 51, of 
sprue. 


Hartenstein, Albert G., Rockland, Ohio; University 
of Maryland School of Medicine and College of 
Physicians and Surgeons, Baltimore, 1919; died in 
St. Joseph Hospital, Parkersburg, W. Va., June 24, 
aged 82, of cerebral hemorrhage. 


Hartwell, John Bryant © Colorado Springs, Colo.; 
Harvard Medical School, Boston, 1904; formerly on 
the faculty of his alma mater; in 1939 vice-president 
of the Colorado State Medical Society; fellow of 
the American College of Surgeons; member of the 
founders group of the American Board of Surgery; 
served on the staffs of the Memorial and St. Francis 
hospitals, and the Glockner—Penrose Hospital, where 
he died July 15, aged 78, of cerebral arteriosclerosis. 


Hayes, Maurice Augustine, Cambridge, Mass.; 
Kansas City University of Physicians and Surgeons, 
Kansas City Mo., 1922; veteran of World War I; 
died in the Veterans Administration Hospital, 
Boston, June 19, aged 64. 


Hazeltine, Harry Hobart, Everett, Wash.; Uni- 
versity of Minnesota College of Medicine and 
Surgery, Minneapolis, 1901; also a graduate in 
pharmacy; died July 5, aged 85, of heart disease. 
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Helwig, Edward C., Indianapolis; Indiana Uni- 
versity School of Medicine, Indianapolis, 1908; 
veteran of World War I; for many years associated 
with the Veterans Administration; died July 1, aged 
72, of arteriosclerotic heart disease. 


Hewitt, Leland Victor ® Detroit; University of 
Michigan Medical School, Ann Arbor, 1923; on the 
staff of the Grace Hospital; died July 6, aged 58. 
of coronary occlusion. 


Hiller, John P., Pollard, Ark.; St. Louis College of 
Physicians and Surgeons, 1903; died in the Piggott 
(Ark.) Hospital July 7, aged 80, of cerebral hemor- 
rhage. 


Hoffer, James Jacob, Chicago; National Medical 
University, Chicago, 1907; also a dentist; died in 
Long Island, N. Y., July 15, aged 79, of a heart 
block. 


Jastram, Alfred Henry, Remsen, Iowa; Sioux City 
(Iowa) College of Medicine, 1897; served on the 
faculty of his alma mater; for 20 years chairman of 
the board of education; member and past-president 
of the county board of education; past-president of 
the staff of Sacred Heart Hospital in Le Mars; local 
surgeon for the Illinois Central Railway for 50 
years; died July 8, aged 85, of arteriosclerotic heart 
disease. 


Joyce, Edward, Hurley, S. D.; College of Physicians 
and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1909; an associate mem- 
ber of the American Medical Association; past- 
president and vice-president of the Yankton District 
Medical Society; served as a member of the city 
council and as mayor; vice-president of the Hurley 
State Bank; died July 4, aged 77, of cerebral hemor- 
rhage. 


Kallenberg, Henry Frederick, River Forest, II1.; 
Northwestern University Medical School, Chicago, 
1900; died at the YMCA Camp near Estes Park, 
Colo., where he was recreation director, July 25, 
aged 91. 


Kendall, Eugene Lurell © Grand Rapids, Mich.; 
Detroit College of Medicine, 1909; died July 9, 
aged 79, of bronchopneumonia and_ cerebral 
thrombosis. 


Kinnaman, Clarence Horace © Topeka, Kan.; 
Keokuk (lowa) Medical College, 1899; served as 
state epidemiologist for the Kansas State Board of 
Health; veteran of World War I; at one time health 
officer of Geary County; member of the American 
Public Health Association and the Kansas Public 
Health Association; died in the Veterans Admin- 
istration Hospital July 9, aged 88, of broncho- 
pneumonia. 
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Knott, Howard James ® Seattle; Johns Hopkins 
University School of Medicine, Baltimore, 1911; 
fellow of the American College of Surgeons; vet- 
eran of World War I; on the staff of the Seattle 
General Hospital; served as overseer and trustee at 
Whitman College, where in 1954 he was awarded 
the honorary degree of doctor of science; died 
July 7, aged 78, of coronary thrombosis. 


Kunz, York, Rochester, N. Y.; Friedrich-Wilhelms 
Universitat Medizinische Fakultat, Berlin, Prussia, 
Germany, 1908; veteran of World War I; for many 
years on the staff of the Monroe County Hospital; 
died July 16, aged 74, of cerebral vascular accident. 


Leopold, Francis D. ® Buffalo; University of Buffalo 
School of Medicine, 1914; specialist certified by 
the American Board of Internal Medicine; fellow of 
the American College of Physicians; served on the 
faculty of his alma mater; past-president of the 
Buffalo Academy of Medicine; on the staff of the 
Buffalo General Hospital, where he died July 8, 
aged 69, of hypertension. 


Lewin, Norbert, New York City; Martin Luther 
Universitat Medizinische Fakultat, Halle-Witten- 
berg, Prussia, Germany, 1922; died July 4, aged 61. 


Lewis, Claud, St. Cloud, Minn.; Washington Uni- 
versity School of Medicine, St. Louis, 1924, service 
member of the American Medical Association; 
member of the American Psychiatric Association; 
veteran of World Wars I and II; associated with the 
Veterans Administration Hospital; died June 27, 
aged 59. 


Loomis, Ralph Henry ® Sidney, N. Y.; Syracuse 
University College of Medicine, 1909; served over- 
seas during World War I; formerly member of the 
board of education and county coroner; received 
Sidney’s highest honor in 1946 when he was named 
“Man of the Year”; for many years chief of the staff, 
The Hospital, where he died July 6, aged 71, of 
coronary occlusion. 


Mahoney, John Francis ® New Bedford, Mass.; 
Tufts College Medical School, Boston, 1915; died 
in the Veterans Administration Hospital May 17, 
aged 65, of arteriosclerosis. 


Morse, Samuel, New York City; University and 
Bellevue Hospital Medical College, New York 
City, 1906; specialist certified by the American 
Board of Ophthalmology; served as instructor in 
ophthalmology at the New York Post-Graduate 
Medical School and Hospital; on the staff of the 
Fordham Hospital; died July 5, aged 70, of cerebral 
hemorrhage. 


Schneider, Carl Oscar * Chicago; College ot Physi- 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1908; died in the Grant 
Hospital July 18, aged 78, of myocardial infarction. 
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BRAZIL 


Electroencephalographic Findings in Cerebral Ab- 
scess.—In Arquivos de Neuro-psiquiatria (June, 
1957) P. P. Pupo and co-workers called attention to 
the electroencephalographic findings in patients 
with cerebral abscess. In a series of 22 patients, 20 
had electroencephalograms prior to operation and 
2 had postoperative electroencephalograms only; 
17 of the 20 also had postoperative tracings. All 
patients were operated on, and all received anti- 
biotics. In the group of patients who had a ~re- 
operative electroencephalogram, the authors invari- 
ably found diffuse changes in the tracings. They 
found focal changes consisting mainly of delta 
waves of 0.5 to 3.0 cycles per second with a potential 
of 400 to 500 mv. in 19, focal depression of the 
basic rhythm in 11, and an epileptogenic focus in 
only 2. Slow delta waves and focal depression of 
the basic rhythm are diagnostically important, par- 
ticularly when studied in relation to the clinical 
findings. 

In those who had clinical and electroencephalo- 
graphic examinations 1 to 60 months postoperative- 
ly, the authors found an active convulsive focus in 
10 of the 17 patients. This incidence is high, and 
it is in accordance with the high frequency of epi- 
lepsy after cerebral abscess. The period between 
the operation and the onset of the focal activity 
varied from 1 to 25 months. Of the 10 patients with 
focal activity and clinical epilepsy, only 2 showed 
focal activity before the healing of the abscess. The 
authors believe that the healing, which is a gradual 
process, is responsible for the onset of these clinical 
and electroencephalographic manifestations. In the 
same group, only four patients had normal electro- 
encephalograms during the follow-up; two had 
norma! electroencephalograms during 5 and 15 
months, respectively, but showed focal activity later. 
Three other patients had signs of nervous tissue 
damage (delta waves) one to three months after 
the operation (patients with convulsive seizures 
or with signs of a developing abscess). In six pa- 
tients there were slight changes of the basic rhythm 
due to the healing and with no clinical correlation. 
The authors concluded that the electroencephalo- 
gram is an important auxiliary in the diagnosis of 
cerebral abscess and in the prognosis of patients 
who are surgically treated, since in the latter it 
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may reveal disappearance of acute signs of cerebral 
involvement or early formation of an active con- 
vulsive focus, permitting the institution of the anti- 
convulsive therapy. 


Acute Leukemia.—Seventeen patients (12 children 
and 5 adults) with acute leukemia were given 1 
Gm. of prednisone daily by Dr. Michel Abujamra 
and co-workers (Revista do Hospital das Clinicas 
de Sdo Paulo, June, 1957). The criteria used for 
evaluation of the results were those of the Cancer 
Chemotherapy National Service Center of the 
United States. The mean duration of complete 
remission was 64 days, and the maximum was 210 
days. The mean survival time was 165 days, and 
the maximum was 450 days. The steroid has spe- 
cific action on the leukemic cells, stimulating the 
erythropoiesis, the granulopoiesis, and the platelet 
production. No toxic effects were registered, even 
in the electrolyte serum concentration. The authors 
concluded that prednisone is a valuable therapeutic 
agent in spite of its temporary action. The large 
doses used by them gave longer remissions and sur- 
vival times than did the usual doses of about 2.2 
mg. per kilogram of body weight. Prednisone seems 
to be indicated, especially in large doses, in the 
severe acute cases in which there is no time to wait 
for the gradual response to such agents as mercapto- 
purine and the folic acid antagonists. 


Fulminating Necrotic Colitis—Five cases of ful- 
minating necrotic colitis after antibiotic therapy 
were reported at a meeting of the Medical Society 
of Ribeirao Preto by Estevao Nador and L. H. 
Camera Lopes. All the patients died postoperatively 
of toxemia. Although not previously observed in 
Brazil, many such cases have been reported from 
other countries. The condition is attributed to the 
development of strains of micrococci, enterococci, 
Pseudomonas aeruginosa, and other bacteria resist- 
ant to antibiotics, particularly those of wide range 
of action. The patients complain of profuse and 
bloody diarrhea, vomiting, and high fever. Dehydra- 
tion and toxemia lead to irreversible shock. Autopsy 
reveals necrosis of the colon. The lesions were pseu- 
domembranous, pseudopolypous, and fibrinonecrot- 
ic. Microscopically, the main alterations seen were 
necrosis of the mucosa, lymphocytic infiltration of 
the lamina propria, and thrombosis of the blood 
vessels. 
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INDIA 


Infant Feeding.—P. T. Rao (Indian Journal of Child 
Health, July, 1957) analyzed the nutritional habits 
and status of 2,100 children attending the outpatient 
department of the Government General Hospital in 
Madras, Of these, 1,826 (83.9%) were under the 
age of 5 years, All had been breast fed up to one 
year of age, 79% had been breast fed up to the age 
of 18 months, and about 59% had been breast fed 
at the age of 2 years. The earliest supplemental 
feeding given to infants of the lower economic 
group is coffee, given even as early as 6 months of 
age. Such nutritive food supplements as milk and 
other protein foods are given to 41% of children 
under the age of one year and to 30% between 1 to 
5 years of age. Even so cheap a carbohydrate sup- 
plement as rice is usually not given until the infant 
is one year old. The incidence of vitamin A defi- 
ciency, which was taken as an index of nutritional 
status, was maximal among children receiving only 
breast milk after the age of 12 to 18 months, with 
a steep rise in incidence after 18 months. These 
children who were breast fed for prolonged periods 
were not given adequate vitamins or calories as 
evidenced by their deficiency of vitamin A. Those 
children who received supplementary milk in addi- 
tion to breast feedings were found to be in better 
health than those who were given only breast milk 
or had such supplementary foods as coffee and rice. 
More cow’s milk in the diet of these children would 
alleviate many of the problems of child health. 


Water Tolerance Test.—A. Ahmed (J. Indian M.A. 
29:3 [Aug.] 1957) noted that retention of salt and 
water is a complication of many types of chronic 
illness and leads to edema in chronic anemia and 
hypoproteinemia. In health, sudden ingestion of a 
large amount of water leads to an immediate re- 
sponse from the kidney with elimination of the ex- 
cess water and some salt within a few hours. In 
chronic illness, this response is altered. The author 
studied the ability of kidneys to eliminate water 
and chlorides when the water content of the body is 
increased by the ingestion one liter of water. 
Healthy subjects eliminated an average of 908 cc. 
and the diseased subjects an average of 766 cc. of 
urine within three hours. The pattern of diuresis 
was almost the same in health and chronic dis- 
ease, the peak diuresis occurring at 90 minutes in 
both groups, though the average maximal flow of 
urine per minute was only 6 cc. in the diseased 
group. 

In most patients, tolerance to a test dose of water 
was not abnormal. With this test dose of water, 
the average healthy subject eliminated, within three 
hours, an average of 1.7 Gm. of chlorides as sodium 
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chloride, and ill subjects eliminated 1.75 Gm. An 
intake of water up to 5 or 6 liters in 24 hours re- 
sults in the elimination of more chlorides, with ad- 
ditional elimination of water leading to a state of 
dehydration. No correlation was noted between 
the hemoglobin or the total plasma protein concen- 
tration of blood and the maximal flow of urine per 
minute or total output of urine in three hours after 
ingestion of the test dose. Aminophylline was ef- 
fective in increasing the urinary excretion of water 
and chlorides. The administration of aminophylline 
and ammonium chloride helps in sustaining the di- 
uretic effect of mersalyl sodium for several days 
and also potentiates its diuretic activity. 


NORWAY 


The Prosodic Grunt.—G. H. Monrad-Krohn (Journal 
of Mental Science, vol. 103, no. 431, April, 1957) 
considers prosody the third fundamental element of 
speech, the first and second being vocabulary and 
grammar. As an example of the author's use of the 
term, he cites the case of a young woman whose 
traumatic lesion of the left cerebral hemisphere left 
her with a pecularly changed language, the salient 
feature of which was such a complete change of her 
“melody of speech” that she was taken for a foreign- 
er. The prosodic grunts which she had lost are an 
important part of everybody's speech pattern. When 
we listen to a person, we betray our interest, assent, 
or dissent by interjections or short words such as 
oh, quite, and perhaps, or probably more often by 
inarticulate sounds, the tone of which expresses 
our sentiments. You are a good or a bad listener 
according to whether your mastery of prosodic 
grunts is good or bad. A patient with paralysis 
agitans often loses these prosodic grunts com- 
pletely. The son of such a patient may conclude 
that “father is not so bright as he was, he no longer 
takes the same keen interest as before, nor does he 
seem to grasp the points.” Bereft of prosodic grunts, 
father is put down as being “cold and unfeeling.” 
He begins to get isolated, he feels resentful about 
the altered mental atmosphere, becomes depressed 
and even hostile to his surroundings, and a vicious 
circle is set up, all for want of a quality in speech 
which we do not appreciate till we have lost it. 


Thoracoplasty.—Dr. Alexander Tuxen has incorpo- 
rated his long experience of pulmonary tuberculosis 
in a monograph entitled “A Study of the Course of 
Pulmonary Tuberculosis After Treatment with 
Thoracoplasty” (Oslo University Press). A series 
of 977 patients formed the basis for this study. The 
minimum observation period was five years. This 
study does not lend itself to any facile summing up 
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of the author’s conclusions, but as a work of refer- 
ence it should be of special value to the physician 
who wants to know what can be achieved by thora- 
coplasty and what are the chief conditions likely to 
determine the outcome of this operation in any 
given case. 


SWITZERLAND 


Afibrinogenemia.—Until recently the danger of trans- 
mission of hepatitis by fibrinogen was an unsolved 
problem. Since the efficiency of ultraviolet irradia- 
tion is doubtful, it seems desirable to keep the 
plasma pools from which fibrinogen is to be pre- 
pared as small as possible. In Berne, the plasma 
from only two donations is united in ordinary blood 
bottles. Precipitation of fibrinogen with alcohol, 
centrifugation, resolution of the precipitate, and 
lyophilization are subsequently carried out under 
sterile conditions in the same bottle (Vox Sanguinis 
2:100, 1957). The tedious and yield-lowering filtra- 
tions are omitted. Fibrinogen from two blood dona- 
tions contains on the average 1 Gm. of clottable 
fibrinogen. This preparation is distributed by the 
Red Cross Blood Transfusion Service to maternity 
wards for emergency treatment of acute afibrino- 
genemia. Fibrinogen has also proved its hemostatic 
activity in cases of thrombopenic bleeding. 


UNITED KINGDOM 


New Hypoglycemic Drugs.—At the meeting of the 
British Diabetic Association at Oxford, a series of 
papers was read on the use of the sulfonylureas in 
the treatment of diabetes mellitus. Dr. R. F. Mahler 
reported that more sustained plasma concentrations 
were obtained with carbutamide than with tolbuta- 
mide. The latter produced higher plasma levels four 
hours after administration, but rapid excretion sub- 
sequently resulted in failure to maintain active ther- 
apeutic concentrations for 24 hours. Dr. Joyce Baird, 
of Edinburgh, confirmed these findings and said 
that, although a single daily dose of carbutamide 
could maintain control, tolbutamide should be given 
in two equal doses. In most patients, two doses of 
0.5 to 1.5 Gm. in 24 hours were adequate, but a few 
required three or even four doses. In Dr. Baird’s ex- 
perience, plasma concentrations of 8 to 18 mg. per 
100 ml. were the most satisfactory therapeutically. 
Most workers appear to have abandoned carbuta- 
mide in favor of tolbutamide therapy on account of 
the toxic effects of the former. Sustained control 
is achieved by the use of tolbutamide in 36 to 55% 
of patients considered likely to respond to oral ther- 
apy on clinical grounds—those with milder forms of 
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diabetes, usually over 45 years of age, and not likely 
to become ketotic, Some patients appear to become 
refractory to the drug. There appears to be no way 
of determining which of the apparently suitable 
patients will respond, apart from clinical trial. In 2 
of 155 patients treated with tolbutamide, thrombo- 
cytopenia and leukopenia developed but not to a 
serious degree. About 25% of the patients taking 40 
units or less of insulin a day could be well con- 
trolled if tolbutamide were substituted for insulin. 

In his series of 72 patients, Dr. J. D. N. Nabarro 
found a long-term satisfactory response in 31 (43%). 
In an outpatient trial, involving 142 patients, Dr. 
M. Dulake reported satisfactory control in 36%, Dr. 
Arnold Bloom reported that after a six weeks’ course 
of 2 Gm. of tolbutamide daily, 22 of 32 patients 
who had responded remained controlled adequately 
on withdrawal of the drug. Dr. Ian Wang of Glas- 
gow reported that of 100 patients given a 14-day 
course of 1 Gm. of tolbutamide daily, 57 responded 
satisfactorily. Of these, 22 remained controlled with- 
out further therapy. Of those who relapsed after 
varying periods, 22 responded to a further course of 
the drug. 


Influenza A Virus.—During the winter of 1955-1956 
in England and Wales, 101 strains of influenza A 
virus were isolated by laboratories of the Public 
Health Laboratory Service, according to L. A. Hatch 
(Month. Bull. Min. Health 16:138, 1957). Hemag- 
glutination-inhibition tests with each strain, using 
ferret serums, showed that 97 strains resembled the 
Scandinavian 1953 group, two resembled the Eire 
1955 group, and two resembled the Dutch 1956 
group. The Eire 1955 and Dutch 1956 strains showed 
a marked difference serologically from each other 
and from Scandinavian 1953 strains. The analysis 
of the 97 available Scandinavian strains showed 
that, whereas they resembled each other as a group, 
there was much variation within the group, par- 
ticularly in the degree with which individual strains 
reacted with strain-specific serums. 


Medical Aspects of the Suez Campaign.—The first 
report of the medical aspects of the Suez campaign 
is published in The Practitioner (179:191 [Aug.] 
1957 ). It is by three physicians who were members 
of the first field ambulance to be ashore—10 minutes 
after the assault began on Nov. 6. The first casual- 
ties were dealt with on the beaches, but, within an 
hour, headquarters had been set up in a battered 
hotel, while sniping still went on in the cellars and 
gardens. On the first day, this company treated 70 
British casualties within the framework of the policy 
of urgent evacuation. At first, helicopters were flying 
in commandos from the aircraft carriers lying off- 
shore, and casualties were loaded into them for the 
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return flight. All operations at this stage took place 
on the carriers, No British wounded were held for 
longer than 30 minutes. Later in the day, the ball- 
room of the hotel was cleared of its wreckage and 
used as a ward; the kitchen became a mortuary and 
a bar the operating room. By this time the company 
had been joined by a field surgical team. By noon 
on Nov. 7, they had 50 seriously wounded Egyp- 
tians. The casualties were both military and civilian, 
but at times it was difficult to distinguish them. 
Some were naked, and these were known to be 
military, as many had discarded their uniforms in 
the belief that this would prevent reprisals. Some 
civilians, when searched, were found to be armed. 
A 12-year-old boy was armed with a Czechoslovak- 
ian automatic carbine. Those who could speak 
English protested their love for the British, but these 
usually were found to be the most heavily armed. 

Senior and specialized medical officers visited 
the Egyptian hospital, and the hospital was sup- 
plied with such drugs, dressings, and blood as could 
be spared. A civilian Egyptian surgeon, with whom 
the unit had the most cordial professional relations, 
stayed in the hospital for some time and went 
round the improvised ward. The major lesson of the 
campaign was that the helicopter as a means of 
evacuation (from battlefield to hospital bed in 30 
minutes) is a great lifesaving factor for battle cas- 
ualties, reducing shock to the minimum and pro- 
viding the security for which the wounded crave. 
Without this method of evacuation, many of these 
severely wounded men would not have reached 
the operating table alive. 


Shellfish Regulations.—Most of the 7,000 tons of 
cockles eaten annually are cooked by the producers 
before distribution. In spite of the fact that, under 
the shellfish regulations of 1934, the heat treatment 
specified is sterilization by steam under undefined 
pressure, many of the cockles on the market are 
still heated in open cauldrons for about four min- 
utes. Cockles cooked thus and salted for distribu- 
tion are preferred by some to steamed cockles, which 
are said to lose their flavor. Further, the cost of 
installing an apparatus for steaming, at the moment, 
would be prohibitive and would put many fisher- 
men out of business. H. P. Sherwood (Month. Bull. 
Min. Health 16:80, 1957) therefore determined the 
conditions under which immersion in hot water 
could be relied on to sterilize shellfish in respect to 
bacteria of the coli-aerogenes group. His experi- 
ments on heating shellfish in a relatively large vol- 
ume of water, to prevent cooling of the water on 
immersion, showed that sterilization of large cockles 
and mussels resulted from immersion for two and 
two and one-half minutes, respectively, at 100 C. 
For each reduction of water temperature by 10 C 
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down to 70 C, extension of the immersion period 
by about half a minute was necessary. It is there- 
fore suggested that to make polluted cockles and 
mussels safe for human consumption by heating in 
bulk, they should be kept fully immersed in boiling 
water for one and two minutes, respectively, after 
resumption of boiling. 

Nial Reynolds (Month. Bull. Min. Health 16:86, 
1957) reported that, at 100 C, one to one and one- 
half minutes’ cooking is necessary before the 
flesh of periwinkles can readily be removed, though 
cooking for one-half minute is sufficient to destroy 
any coliform bacteria present. At 70 C, cooking for 
one minute was necessary to destroy such bacteria. 
Cooking which was sufficient to render the flesh 
extractable was sufficient to disinfect the _peri- 
winkles. In other words, if a periwinkle has been 
cooked sufficiently to be eaten by the traditional 
pin method, any enteric bacteria derived from pol- 
lution of the periwinkle beds will have been de- 
stroyed. 


Penicillin Resistance in Cattle.—In a two-year period 
(1954-1956), the incidence in Dorset of penicillin- 
resistant Micrococcus pyogenes var. aureus in herd 
milk samples increased from 9 to 37%, according 
to G. H. Tee (Month. Bull. Min. Health 16:141, 
1957). Evidence is adduced that the use of peni- 
cillin in treating bovine mastitis—usually of micro- 
coccic origin—is widespread, and it is suggested 
that this may be responsible for the emergence of 
the penicillin-resistant strains. 


Inhibitor of Gastric Secretion.—Douthwaite and co- 
workers (Brit. M. J. 2:275, 1957) investigated the 
effect of a new parasympatholytic compound, (1- 
methyl-2-pyrrolidyl ) methyl benzilate methyl meth- 
osulfate, or IS 499, on gastric secretion. Doses of 
1 to 20 mg. given at 11 p.m. or 5 a.m. reduced the 
secretion of gastric acid in response to a test meal 
in the early morning. A dose of 5 mg. given three 
hours before the test reduced the gastric secretion 
of acid by 40 to 60%. Larger doses inhibited gastric 
secretion for nine hours. There were no trouble- 
some side-effects with doses up to 10 mg. Clinical 
trials are being undertaken to see if IS 499 is suit- 
able for the control of acid secretion in patients 
with duodenal ulcer. 


Epidemic of Encephalomyelitis—Between April, 
1955, and January, 1956, a total of 60 patients with 
poliomyelitis were treated in the infectious diseases 
unit of the Royal Free Hospital, London. In the 
same period, 15 patients were observed in whom 
the diagnosis was acute encephalomyelitis, details 
of which are given by A. Melvin Ramsay (Pub. 
Health 71:98, 1957). Motor weakness, rigidity, ex- 
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aggerated reflexes without muscular wasting, sen- 
sory disturbances, and normal spinal fluid findings 
suggested a disease other than poliomyelitis. This 
was confirmed by negative serologic tests for all 
three types of poliomyelitis virus. Electromyography 
revealed absence of the denervation characteristic 
of poliomyelitis and the presence of long polyphasic 
units with reduced interference pattern character- 
istic of a myelopathic lesion. The occurrence of 
reticuloendothelial hyperplasia in some patterns 
suggested that there may be a viremic phase, after 
which the disease may abort. Five patients with 
behavior changes were examined by electroen- 
cephalography. Abnormalities were detected in all 
five, but these were nonspecific and might well have 
been constitutional and not due to infection. The 
pattern of the disease was similar to that observed 
in outbreaks which have occurred in Iceland, the 
United States, Australia, and South Africa. This is 
believed to be a new disease. 


Embassy’s Doctors.—An advertisement in the medi- 
cal press for a medical Officer for the British Em- 
bassy in Moscow specified that he be under 40 and, 
if married, preferably have not more than one child. 
A correspondent in The Lancet, protesting against 
such a condition, wrote: “This encouragement of 
only children, with all its disadvantages both to 
child and parents, is unworthy of the employer and 
is, in addition, a very poor exemplification of the 
British way of life in an important setting—Mos- 
cow. 


Fibrocystic Disease of the Pancreas.—Fibrocystic 
disease of the pancreas is being recognized with in- 
creasing frequency. Estimation of the concentration 
of sweat electrolytes is considered the most reliable 
of the many laboratory tests used, but the dangers 
associated with causing infants wrapped in plastic 
bags to sweat has prompted the devising of alterna- 
tive methods. MacFarlane and co-workers (Brit. 
M. J. 2:274, 1957) use a medium prepared by add- 
ing 4.2 Gm. of silver nitrate and 2.4 Gm. of potas- 
sium chromate to 500 ml. of normal agar base. 
When this is applied to the finger tips, the salt in 
the sweat decolorizes the orange silver chromate 
suspended in the agar. An estimate of the salt con- 
tent of the sweat can be made from the degree of 
decolorization in unit time. To date 53 patients with 
known fibrocystic disease have been tested by this 
method, and all gave a strongly positive sweat re- 
action for sodium chloride. This test offers a simple 
and reliable method of screening cases of suspected 
fibrocystic disease. 


New Method for Estimating Blood Glucose Levels. 
—It is well known that the estimation of blood glu- 
cose levels by reducing methods lacks specificity 
and gives values that are too high. Huggett and 
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Nixon (Lancet 2:368, 1957) describe a new and 
highly specific method. In the presence of glucose 
oxidase, which is highly specific for glucose, the 
latter is oxidized to gluconic acid and hydrogen 
peroxide. This, in the presence of peroxidase, can 
oxidize a suitable oxygen acceptor to give a colored 
oxidation product, the intensity of color being pro- 
portional to the amount of glucose present. Glucose 
oxidase is obtainable from Penicillium notatum and 
peroxidase from horseradish. The oxygen acceptor 
used is o-dianisidine, dissolved in 95% alcohol. A 
mixture of these substances adjusted to a pH of 7 
gives an orange-brown color in the presence of glu- 
cose. The blood glucose level is estimated by adding 
to the blood an anticoagulant (heparin, or a mixture 
of sodium fluoride and potassium oxalate), depro- 
teinizing with alcohol or zinc hydroxide, and in- 
cubating the filtrate at 35 to 37 C for one hour with 
the mixture of glucose oxidase, peroxidase, and o- 
dianisidine. The color that develops is compared in 
an absorptiometer or spectrophotometer with the 
colors produced by standard glucose solutions. The 
glucose level may be estimated in plasma directly, 
if allowance is made for its color in a blank, but, 
for the estimation of glucose in urine, the latter 
must first be decolorized with charcoal. 


Guy’s Hospital.—_The Ministry of Health has ap- 
proved the rebuilding of Guy’s Hospital, one of the 
better known London teaching hospitals, founded in 
1721 by Thomas Guy, a London bookseller and 
philanthropist. The hospital suffered extensive bomb 
damage during the war. A start will be made in 
September on the erection of a new surgical block 
costing $5,600,000 on the site of a wing demolished 
by bombing. It will have nearly 400 surgical beds, 
10 operating theaters, and new casualty and radio- 
therapy departments. The major part of the cost 
will be borne by the Ministry of Health, although 
Guy's Hospital itself will contribute a substantial 
sum from its own funds, and the University Grants 
Committee will make a grant. The rebuilding plan 
includes a new medical school. Much of the present 
building dates back to the original hospital of 1721. 
Additions were made in 1851, and, because of its 
historic associations, part of the old hospital will 
be preserved. 


U. S. Servicemen to Be Vaccinated Against Asian 
Influenza.—_The Asian influenza epidemic 
reached some of the United States Air Force camps 
in Great Britain. The areas affected are at Newbury, 
Burtonwood, and West Drayton. Vaccination of 
80,000 members of United States armed forces in 
Britain will begin in October with vaccine imported 
from the United States. Although extensive field 
trials of the Asian influenza vaccine made at the 
Wright-Fleming Institute, St. Mary’s Hospital, Lon- 
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don, have been planned, no preparations for large- 
scale vaccination of the British population have 
been made. Sporadic outbreaks are occurring in 
schools and armed forces barracks. It is reported 
that the infection is spreading rapidly in Lagos, 
Nigeria, where the number of cases has reached 
3,500. The mortality there is low. Four physicians 
and 50 hospital personnel of the General Hospital 
suffered from Asian influenza, which is seriously 
affecting many commercial organizations. The epi- 
demic started in Kano, Northern Nigeria, where 
more than 3,000 cases were reported. 


Contaminated Beaches.—It will be two or three 
years before a final report is available on whether 
sewage-polluted sea water is harmful to bathers. 
An investigation started two years ago will take 
time to complete, according to Dr. G. S. Wilson, 
director of the Public Health Laboratory Service. 
The service began the inquiry on its own initiative 
to determine whether any serious effects are appar- 
ent in human beings as a result of disch>rge of un- 
treated sewage into the sea. Sometimes bathing 
beaches were condemned unnecessarily, and some- 
times beaches which should have been marked as 
contaminated were open to the public. A prodigious 
degree of contamination due to sewage exists around 
Great Britain’s coasts. Along the south coast an 
estimated 40 gallons of sewage-contaminated water 
are poured into the sea per person per day. This is 
supplemented by discharge from ships. The con- 
tamination of other seaside areas is of about the 
same order. 

Renewed attention is being given to the problem 
this year because of the increased incidence of un- 
explained poliomyelitis. The Minister of Health has 
said there is no evidence of transmission of polio- 
myelitis or any other disease through sewage-in- 
fected sea water, Though agreeing, many experts 
regard this as a negative approach, stating that there 
is also no evidence that poliomyelitis and other dis- 
eases are not so transmitted. Mr. A. Sciver, presi- 
dent of the Institution of Public Engineers, said that 
the danger had increased markedly in recent years. 
Holidays with pay have resulted in many more fam- 
ilies visiting the coast each summer. Samples of 
water taken at intervals along the south coast 
showed that for several miles out to sea the water 
was not fit for bathing “by fresh water standards.” 
It might be that sporadic cases of poliomyelitis oc- 
curring inland are due to infection of people who 
bathed at seaside resorts in contaminated water. 
From an aircraft, Mr. Sciver was able to study a 10- 
mile belt of opalescent polluted water stretching 
from the south coast. This area moved back and 
forth with the tide, only the periphery gradually 
diffusing into the greater volume of sea water. Gulls 
which scavenged on the discharged effluent had an 
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unfortunate habit of then spending the night on 
local reservoirs. Where sewage percolated over a 
beach, rock pools where children played were con- 
taminated. 

Every estuary in the country is more or less con- 
taminated. London pours 350 million gallons of 
crude sewage into the tidal Thames every day. Be- 
cause of the “piston” effect of the tides it might 
take eight days to clear one discharge to sea. Shell- 
fish are contaminated and may cause outbreaks of 
dysentery or typhoid if eaten raw or after inade- 
quate cooking. Whatever the results of investigation 
into the health hazards, reports from wide areas of 
the coast leave no doubt that beaches are too often 
unpleasantly encrusted. Many inhabitants will not 
bathe or permit their children to bathe in these 
areas, but visitors frequently are ignorant of the 
proximity of sewage outfalls. At Gosport, a notice 
warning tourists not to bathe was removed because 
it curtailed tourist trade. Few local authorities re- 
gard it obligatory to give warnings of contamination 
of their beaches, At Bournemouth, where a public 
health service laboratory is conducting an inquiry, 
the resort’s stretches of golden sand, though pleas- 
ing from a distance, are often distasteful at close 
range. 

An annotation in the British Medical Journal of 
Aug. 17 states that a patient with poliomyelitis may 
excrete in 1 Gm, of feces enough virus to infect one 
million monkeys. Half the patients are still excreting 
virus after 3 weeks, and some continue to excrete 
it up to 12 weeks. Since many rivers, streams, and 
ditches in Great Britain, as in other countries, are 
polluted by human excreta, parents should keep 
their children away from such area when cases of 
poliomyelitis are occurring in them. If sewage con- 
taining poliomyelitis virus is pumped into the sea 
and it comes into contact with bathers, there would 
seem to be some risk of the disease being trans- 
mitted. Since no outbreak of poliomyelitis has been 
traced to this particular source, the risk of infection 
is probably slight, but while coastal resorts continue 
to grow and more and more people take seaside 
holidays, England is fast becoming a jewel set in 
a sea not of silver but of sewage. 


Poliomyelitis Risk to Family Physicians.—Whether 
general practitioners and their families in areas 
where poliomyelitis is rife should be vaccinated is 
to be considered by the Joint Committee on Polio- 
myelitis Vaccine. There is evidence that family 
physicians run special risks. Doll and Hill, of the 
Medical Research Council, reported earlier this year 
that between 1951 and 1956 there were eight deaths 
from poliomyelitis among 34,494 physicians in Great 
Britain. According to the rate in the general pop- 
ulation, not more than one such death would have 
been expected, 
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CORRESPONDENCE 


PHENYLKETONURIA 


To the Editor:—Recently there has been some unsolic- 
ited publicity in the lay literature about a project 
which the College of Medical Evangelists is under- 
taking. The project is concerned with the possibility 
of detecting cases of phenylketonuria in early infancy 
by means of a simple diaper test. Detection of these 
cases has become of importance due to the recent 
studies which show that mental deficiency may be 
prevented if treatment is instituted early. The Los 
Angeles City, the Los Angeles County, and the San 
Bernadino County health departments are cooperating 
with us by allowing the testing to be done on the many 
thousands of infants in their well-baby clinics (a total 
of well over 660 “half-day” clinics per month). It is 
estimated that in the neighborhood of 125,000 tests will 
be performed on 35,000 to 45,000 infants per vear. This 
letter is to acquaint other doctors with the test that is 
being done. 

Phenylketonuria has been described as medicine's 
first foothold in the solution of the many unknown 
causes of mental deficiency. Before 1934 these patients 
were part of a large group of mental defectives due 
to unknown causes. In 1934, Folling demonstrated the 
abnormal excretion of phenylpyruvic acid in the urine. 
The condition proved to be a hereditary error of me- 
tabolism which is transmitted by a recessive gene. 
The babies are born normal and then progressively 
degenerate between about 4 months and 24 months 
of age to levels of severe to moderate mental defi- 
ciency. Frequently they have fairer skins and lighter 
hair than their parents and normal siblings. The error 
in phenylalanine metabolism has been extensively 
studied. The amino acid, phenylalanine, is present in 
every diet and is normally metabolized to tyrosine. In 
persons with phenylketonuria this pathway is blocked 
and phenylalanine accumulates in the blood and spills 
over in the urine as phenylpyruvic acid. The excess 
phenylalanine in the blood coincides with progressive 
mental deterioration. 

Recent studies have shown that a phenylalanine- 
restricted diet if started early enough in infancy can 
prevent mental deficiency. Observations also suggest 
that the special diet may not be necessary beyond 
2 or 3 years of age. Studies on_ institutionalized 
mental defectives (where phenylketonuria constitutes 


approximately 1% of cases ) indicate that the incidence 
of this condition is about 1 in 25,000 in the general 
population. However, no survey of the general popu- 
lation has been reported yet. Detection efforts thus far 
have been confined largely to children already show- 
ing evidence of retardation and to siblings of persons 
known to have phenylketonuria. 

The test is a simple adaptation of the standard urine 
test for phenylketonuria. We believe, and hope that it 
will be proved, that this simple and extremely inex- 
pensive test should be a routine well-baby examination 
in the early months of life. The test consists of placing 
a drop of 10% solution of ferric chloride on a freshly 
wet diaper. A positive reaction is the almost immediate 
appearance of a dark blue-green color. (Bile is the 
only other substance we know of in urine that gives a 
green color with ferric chloride. Diacetic acid will give 
red-brown and aspirin blue-purple. ) 

The test is positive in affected infants from about 4 
weeks of age on. It has been found that these children 
occasionally do not excrete phenylpyruvic acid and 
therefore the test should be repeated at each well-babv 
visit. Positive reactions can be verified by mixing equal 
amounts of urine and 2,4-dinitrophenylhydrazine in 
1 N solution of hydrochloric acid. A yellow turbidity 
should occur within several minutes. 

We have tried this diaper test in a number of known 
cases of phenylketonuria and find that it is reasonably 
dependable. We have now two young infants under 
our care who at the time of initial diagnosis, at 6 and 
7 weeks of age respectively, had positive diaper tests 
(confirmed by other tests including blood phenylala- 
nine levels). This has encouraged us, because prior to 
this we had no proof that the diaper test would work 
on such young infants. The spots were of a medium 
intensity grey-green color. 

One last point, although we feel that the screening 
program as we have outlined it is perhaps new, we do 
not claim originality for the idea of using a drop of 
ferric chloride on a wet diaper. Several writers have 
suggested that such might be tried if urine samples 
were not available. 


R. Cenrerwai, M.D. 

College of Medical Evangelists 
School of Medicine 

Los Angeles 33. 
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Malpractice: Degree of Proof Required.—This was 
an action by a surviving husband to recover dam- 
ages for the wrongful death of his wife, which re- 
sulted from the alleged negligence and malpractice 
of the defendant physician and the defendant hos- 
pital, From a judgment sustaining the defendants’ 
separate demurrers to the plaintiff's evidence, the 
plaintiff appealed to the Supreme Court of Kansas. 

The court’s summary of the evidence indicated 
that several months after the plaintiff's wife became 
pregnant, she went to the defendant physician for 
treatment. She was the mother of three children and 
the defendant had been her doctor for each of her 
former pregnancies. During her last pregnancy, in 
connection with which her death resulted, there 
were no symptoms of anything unusual, and all 
signs pointed toward a normal childbirth with nor- 
mal results. Early in the morning of Feb. 6, 1954, 
the plaintiff's wife had a discharge indicating the 
imminence of commencement of labor and notified 
the defendant by telephone. He directed her to go 
to the defendant hospital at once, which she did. 
He arrived at the hospital a few minutes after she 
did and his examination showed that she was not 
yet in labor but that early labor was anticipated. 
This was about 5:45 a.m. There was nothing to 
indicate anything wrong with her condition or that 
delivery would be anything other than normal, Later 
that morning the defendant directed some medica- 
tion and that afternoon he made another personal 
examination. There being no signs of definite labor, 
he directed further medication. Shortly afterwards 
a few contractions commenced and at 3:30 p.m. the 
membranes ruptured normally. Thereafter the con- 
tractions increased to proper stage and medications 
were discontinued. At 10:45 that night the defendant 
again made a personal examination and directed 
medication. At 2 a.m. the next morning, obstetric 
nurses, who, in the meantime, had been caring for 
the plaintiff's wife in the regular course of their pro- 
fessional duties, advised the defendant that her 
progress was nearly complete. He arrived at the 
hospital a few minutes later, after which the fetus 
was delivered. Blood plasma and oxygen were ad- 
ministered but the patient died about an hour and 
a half later. An autopsy was performed by a recog- 
nized and experienced pathologist and this examina- 
tion disclosed that the patient’s death occurred as a 
result of hemorrhage due to a rupture of the uterus 
after delivery. The evidence further disclosed that 
the upper part of the uterus, instead of thinning out 
as the fetus developed, as is ordinarily the case, was 
more than twice the usual thickness, while the lower 
and smaller part of the uterus, where the rupture 


393 


occurred, had developed extremely thin, and that 
such condition was latent and a very unusual type 
of abnormality, and that ordinarily there would be 
no warning of such condition prior to delivery. 

With respect to the part played by the hospital 
and attending nurses, the evidence disclosed that 
there was nothing unusual or out of the ordinary in 
connection with the patient’s pregnancy leading up 
to her actual delivery, and that during the period she 
was in the hospital she was under the routine and 
regular care of nurses of many years’ experience, and 
that they ministered to her in the usual and ordi- 
nary manner in the light of her known condition. 
During this period she was given the usual and 
customary rectal examinations, and nurses assisted 
the doctor in the actual delivery, as was customary. 
Medical testimony was to the effect that at her state 
of pregnancy a vaginal examination would be im- 
proper and that only rectal examinations would be, 
and were, given. 

The plaintiff testified he was in the delivery room 
a part of the time and that he observed what the 
nurses were doing with respect to making exam- 
inations, and he expressed the opinion that his wife 
was given a vaginal examination. He also testified 
concerning pressure applied by the nurses to his 
wife's abdomen. Finally there was testimony from 
several members of patient’s family concerning a 
conversation had with the defendant the day fol- 
lowing her death in which he was alleged to have 
said that perhaps her life could have been saved 
if a cesarean operation had been performed. 

The Supreme Court said that the relationship be- 
tween a physician and his patient, implied in law, 
is that he possesses that reasonable degree of learn- 
ing and skill ordinarily possessed by members of his 
profession and of his school of medicine in the com- 
munity where he practices or similar communities, 
having due regard for the advance in medical or 
surgical science at the time, and that he will use 
such learning and skill in his treatment of the pa- 
tient with ordinary care and diligence. This rule is 
elementary and is founded on considerations of 
public policy, its purpose being to protect the health 
and lives of the public. A physician is not a guaran- 
tor of good results, and civil liability does not arise 
merely from bad results, nor if bad results are due 
to some cause other than his treatment. In case of 
doubt as to which of two or more courses is to be 
pursued, a physician is bound to use his best judg- 
ment. On questions of a medical or scientific nature 
as to what is the proper treatment to be followed 
in a particular case, only those who are qualified as 
experts are permitted to testify, the reasons being 
that lay witnesses, courts, and jurors are not per- 
mitted to say what is the proper treatment for a 
disease or how a specific surgical operation should 
be performed. This rule, said the court, is not to be 
considered as a judicial determination that the mem- 
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bers of the medical profession have a monopoly on 
common sense, and is limited only to those matters 
clearly within the domain of medical science. If, in 
a given case, the bad results are so pronounced as 
to be apparent to anyone, and if what was done or 
not done in the treatment of a patient is so obvious 
and within the common everyday knowledge of per- 
sons generally, such facts may be testified to by 
persons other than physicians. 

The Supreme Court said that the evidence con- 
sisted almost entirely of testimony of the pathologist 
who conducted the postmortem examination and of 
the attending nurses, All the questions and matters 
in issue were clearly within the realm of medical 
science, and, it may be said, there is not one iota 
of medical evidence to indicate that the defendant 
physician was guilty of negligence or malpractice in 
diagnosing or rendering medical care to the de- 
ceased. In fact, all the medical evidence affirma- 
tively established that the defendant physician did 
conform to proper practices and usages in the light 
of all attendant circumstances. A point is made, said 
the Supreme Court, of the alleged statement by the 
defendant physician to the effect that perhaps the 
life of the plaintiff's wife might have been saved had 
a cesarean operation been performed. Assuming that 
such a remark was made, it constitutes no evidence 
that, under the circumstances and conditions exist- 
ing prior to her death, and of which the doctor and 
nurses in the exercise of skill and diligence were well 
aware, it was negligence and malpractice not to per- 
form a cesarean operation. Insofar as the defendant 
physician is concerned, concluded the court, matters 
concerning his professional acts in this case were mat- 
ters solely within the realm of medical science and 
no evidence was introduced, expert or otherwise, to 
make out a prima facie case of negligence and mal- 
practice on his part. Negligence is never presumed— 
it must be established, and until established by com- 
petent evidence, a jury has no function to perform. 
The plaintiff's evidence not only did not establish 
negligence it in fact refuted it. 

So far as the liability of the defendant hospital is 
concerned, the Supreme Court said that the general 
rule is that a private hospital must exercise toward a 
patient such reasonable care as his known condition 
may require, the degree of care being in proportion 
to his known physical and mental ailments. Up until 
the actual time of delivery, said the court, there was 
absolutely nothing about the patient’s condition to 
indicate there was anything unusual or abnormal 
about her case, or that it differed from any of the 
thousands of obstetric cases handled by the quali- 
fied and experienced nurses in attendance, In other 
words, so far as the patient’s condition was known 
to the hospital and nurses, it was just another ob- 
stetric case, and there was no evidence to indicate 
or establish that she was not ministered to and 
cared for in the customary routine manner as her 
known condition required and demanded. Medical 


J.A.M.A., Sept. 28, 1957 


evidence was to the effect there was nothing abnor- 
mal about a transverse delivery and that very fre- 
quently external pressure is applied to the abdomen 
at the time of delivery. 

As is the case with a physician, negligence against 
a hospital is never presumed, it must be established. 
Since the plaintiff's evidence did not establish neg- 
ligence against either the physician or the hospital, 
the trial court was correct in granting the defend- 
ants’ demurrer and that action was affirmed. Goheen 
v. Graber, 309 P(2) 634 (Kansas, 1957). 


Revocation of License for Violation of Income Tax 
Laws.—This was a petition for a writ of mandamus 
to compel the review of an order of the Board of 
Medical Examiners, suspending the petitioner's li- 
cense. From a judgment for the board the petitioner 
appealed to the district court of appeal, second 
district, division 1, California. 

An accusation was filed with the board charging 
that the petitioner had been guilty of unprofessional 
conduct contrary to the Business and Professions 
Code, in that he was convicted of two felonies and 
criminal offenses involving moral turpitude. He had 
been convicted, following his plea of nolo conten- 
dere, of having wilfully and knowingly attempted 
to defeat and evade a large part of his federal in- 
come tax for 1947 and 1948. The board found that 
he had been convicted of the felonies in question 
and suspended his license for one year. 

Section 2383 of the Business and Professions 
Code, as amended in 1951, provides: “The convic- 
tion of a felony, or of any offense involving moral 
turpitude, constitutes unprofessional conduct within 
the meaning of this chapter. The record of the 
conviction is conclusive evidence of such unprofes- 
sional conduct. A plea or verdict of guilty or a con- 
viction following a plea of nolo contendere made to 
a charge of a felony or of any offense involving 
moral turpitude is deemed to be a conviction within 
the meaning of this section. . . .” The petitioner con- 
tended that a conviction of a felony, not involving 
moral turpitude, based en a plea of nolo contendere, 
is not a ground for disciplinary action against a 
physician. The court said that it is abundantly clear 
that the legislature intended that the conviction of 
a felony in and of itself, without any qualifications, 
constitutes unprofessional conduct. It is also clear 
that an “offense involving moral turpitude” does 
not necessarily have to be a felony. The record of 
conviction is conclusive evidence of the questioned 
conduct and by the very terms of the section a “plea 
of nolo contendere made to a charge of a felony or 
of any offense involving moral turpitude” is deemed 
to be a conviction within the meaning of the sec- 
tion. Other contentions of the petitioner were also 
overruled and the board’s ruling suspending the 
petitioner's license for one year was accordingly 
affirmed. Furnish v. Board of Medical Examiners, 
308 P. (2d) 924 (Calif., 1957). 
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The Syndrome of Relief of Angina Pectoris Following 
Myocardial Infarction. J. D. Matis and H. A. Solomon. 
Dis. Chest 31:622-633 (June) 1957 [Chicago]. 


Relief from severe and often intractable angina 
pectoris occurred after acute myocardial infarction in 
7 men between the ages of 43 and 54 years. In the 
first 2 patients the angina pectoris became more in- 
tense after the first attack of myocardial infarction 
but was relieved after the second attack. In the 3rd 
patient the myocardial infarction afforded relief from 
angina pectoris which had been present for 4 years. 
There also was evidence of increased coronary re- 
serve in that the patient was able to increase his ac- 
tivities greatly. Death, however, resulted from a new 
coronary thrombosis 2 years later despite the patient's 
apparent well-being. The 4th patient was able to re- 
turn to his occupation as a salesman and did no longer 
have any chest pain with effort, 2 months after acute 
myocardial infarction. Because of increased endeavor 
his earning capacity 3 years after the infarction was 
greater than that of any previous year. The 5th pa- 
tient obtained relief of chest pain after myocardial 
infarction. He remained completely active and with- 
out symptoms for 3 years, when death occurred sud- 
denly while he was walking. The last 2 patients 
attended to their business without symptoms 3 and 6 
months, respectively, after the myocardial infarction. 

While these patients showed varying clinical mani- 
festations and varying localization of the cardiac 
lesions, there was the common experience of relief 
from chest pain after acute coronary artery occlusion. 
Whether this relationship indicates a better life span 
remains to be studied. The likely explanation for the 
relief is that compensatory collateral circulation had 
developed during the period when angina pectoris 
was present. In addition to the concept of increased 
collateral circulation after narrowing of the coronary 
arteries, it has been theorized that transformation of 
an ischemic myocardial area into scar tissue might 
prevent the origin of painful stimuli. The latter con- 
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cept seems less likely, because functional capacity 
after myocardial infarction was relatively good in the 
described patients. 


Treatment of Cardiac Edema Resistant to Mercurial 
Diuretics. K. Mellemgaard. Ugesk. lager 119:641-647 
(May 23) 1957 (In Danish) [Copenhagen]. 


In 6 of 12 patients with grave cardiac decompensa- 
tion, electrolyte displacements afforded a probable 
explanation of the lack of response to mercurial diu- 
retics. In the other 6 patients the electrolytes in the 
plasma were normal, but most often with serum 
chloride values in the lowest part of the normal range 
and total carbon dioxide values in the upper part. In 
all cases sensitivity to mercurial diuretics was restored 
by oral treatment with acetazolamide, with simul- 
taneous development of a hyperchloremic acidosis or 
electrolyte displacement in this direction. After the 
decompensation disappeared, continued ambulant 
treatment was established in all the patients by alter- 
nating administration of thiomerin and acetazolamide 
or ammonium chloride. In all, continued compensa- 
tion was attained in from 1 to 16 months. Three pa- 
tients died without recurrence of the decompensation, 
3 had recurrence in spite of the treatment, and 1 of 
these died from heart failure. In 1 case treatment had 
to be discontinued because of increasing uremia. Five 
patients continued well compensated during the treat- 
ment. When ammonium chloride was substituted for 
acetazolamide in 11 patients the effect was unchanged 
in 9, but there were considerable side-effects in 4 of 
these; in 2 patients treatment was stopped at once be- 
cause of nausea and vomiting. No side-effects of acet- 
azolamide were seen. 


Two-Year Experience with Radioactive Iodine Treat- 
ment of Thyrotoxicosis. A. A. Atabek. Klinicheskaya 
med. 35:97-105 (April) 1957 (In Russian) [Moscow]. 


The authors treated 600 severe cases of thyrotoxi- 
cosis with radioactive iodine (I**’). Three hundred 
sixty patients were followed up for 6 months to 2 
years after the termination of the treatment. There 
were 318 women (88.6%) and 41 men (11.4%). The 
patients selected for this treatment were those with 
severe types of thyrotoxicosis, those who were treated 
persistently with iodine preparations and with methyl- 
uracil without improvement. Twenty-six of these pa- 
tients had recurrences after a thyroidectomy. After 
the follow-up of 6 months to 2 years, there was a 
complete disappearance of symptoms in 327 (90%). 
Sixteen patients (4.5%) developed a hypothyroid 
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state; 12 patients (3.3%) presented only mild symptoms 
of thyrotoxicosis. The cure was accomplished in 184 
patients by a single dose of I'*”’, in 109 patients after 
2 doses, in 25 after 3 doses, in 8 after 4 doses, and in 
1 patient after 5 doses. In 12 patients there was failure 
to accomplish a complete disappearance of symptoms 
of the disease despite repeated administration of the 
I'*'. The majority of the patients showed improve- 
ment in the symptoms in 3 weeks after the treatment 
was begun. Occasionally the improvement did not 
manifest itself before 4 or 5 weeks had passed. 

Treatment with I’*' is indicated in severe forms of 
thyrotoxicosis when operation is contraindicated be- 
cause of a decompensated heart, liver involvement, 
thyrotoxic psychoses, postoperative recurrences, and 
advanced age of the patient. Treatment with I” 
leads in 90% of the patients to diminution or to com- 
plete disappearance of the goiter and of the exoph- 
thalmos and to increase in weight, disappearance of 
tachycardia, and return to normal formula of the 
peripheral blood. 


Test For Interatrial Communication. G. de J. Lee and 
T. M. D. Gimlette. Brit. M. J. 1:1279-1281 (June 1) 
1957 [London]. 


The present paper describes a test which depends 
upon being able to alter the pressure within each 
atrium separately. It enables the clinician to arrive 
at a firm diagnosis for the otherwise symptomless 
patient with atrial septal defect. At rest, the net right 
atrial pressure was found to be 2-4 mm. Hg below 
the net pulmonary capillary pressure in normal indi- 
viduals. Since the pulmonary capillary pressure and 
left atrial pressure in man are almost identical, a 
differential pressure relationship is thus established 
between the left and right atriums. These pressure 
differentials exist in small atrial defects but not in 
larger atrial defects where pressure tends to become 
uniform throughout as the atriums perform as a 
single chamber. With an oximeter earpiece used to 
record percentage oxygen arterial saturation and with 
brachial artery and intrathoracic pressures simultane- 
ously recorded, the patient is asked to execute Val- 
salva’s maneuver. This consists of blowing a mercury 
column to a height of 50 mm. for a period of 10 to 15 
seconds. The patient repeats this maneuver after ex- 
ercising against 2 car foot pumps. Patients who 
showed negative responses to the Valsalva tests were 
asked to perform the reverse precedure, i. e., the 
Muller maneuver. Finally, the patient’s legs were 
raised during a continuous oximeter recording. 

Should an atrial septal defect exist, then a right-to- 
left shunt of desaturated blood occurs across the de- 
fect due to the increased net right atrial pressure 
precipitated by the release of the previously engorged 
systemic veins. The Valsalva test was positive in all 
12 patients where the diagnosis of atrial septal defect 
had already been proved. In one of these patients, 
the test was negative at rest but positive following 
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exercise. Fourteen additional patients with evidence 
of left-to-right shunts gave positive Valsalva tests. 
The test was negative in only 2 cases of atrial septal 
defect. These 2 patients had large atrial septal defects 
and congestive cardiac failure at the time of the test. 
In very large atrial septal defects and in heart failure, 
there is no fall in brachial artery pressure but rather 
a square wave type response to increased intrathoracic 
pressure. The test has been negative only in the small 
number of patients studied with left-to-right shunts 
from causes other than interatrial communication. 


A Curious Disease: Carcinoid of the Small Intestine 
with Hepatic Metastases and Cardiovascular Compli- 
cations. R. Picard and J. P. Kerneis. Semaine hdép. 
Paris 33:2117-2123 (May 30) 1957 (In French) [Paris]. 


Intestinal carcinoids may appear in any part of the 
gastrointestinal system, even the stomach and the 
duodenum, but their favorite sites are the appendix, 
65% of the cases, and the ileum, about 25%, the next 
most frequent site, the rectum, being affected in only 
about 10%. The character of the tumors varies greatly 
with their location: those found at the level of the 
appendix are usually benign and practically free from 
metastases, those in the rectum are accompanied by 
metastases in about 13% of the cases, but those in the 
ileal portion of the small intestine are potentially 
malignant if judged by the frequency with which 
they metastasize (30 to 50%). “Malignancy,” however, 
is almost a relative term as applied to carcinoids, since 
in some patients incomplete operations in which 
metastases were left have been followed by 20-year 
survivals, while in other exceptional cases carcinoids 
may develop rapidly after the manner of carcinoma- 
tous tumors of the intestine. Neither the histological 
nor the cytological appearance of carcinoids provides 
any clue to their benignity or malignity. 

Interest in the study of carcinoids was revived by 
the discovery of the hormone secreted by the Kultchi- 
sky cells. This hormone, Enteramine, which has the 
same chemical composition as serotonin, is probably 
responsible for an unusual syndrome of vasomotor dis- 
turbances and endocarditis that has recently been 
observed in patients with ileal carcinoids accom- 
panied by extensive latent hepatic metastases. The 
first 4 cases of this syndrome were reported in 1952 
by physicians in southern Sweden. Reports of addi- 
tional cases have since been published in various 
other countries, bringing the world total to 30. The 
vasomotor syndrome is characterized by violent con- 
gestive crises in which the patient suddenly feels a 
tension and stinging heat in the skin and face. He is 
oppressed, anxious, and nauseated; weakness forces 
him to lie down, and he may even faint. Simultane- 
ously, brick red, violet, or pallid spots appear, espe- 
cially on the face but extending also to the trunk, the 
abdomen, and the limbs. This is the so-called “flush,” 
and it is so characteristic that a diagnosis of carcinoid, 
later verified at operation, has in several cases been 
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based on its appearance. These vasomotor attacks, 
which occur at the rate of from 4 to 25 a day, from 
2 to 4 times a week, are accompanied by tachycardia 
and often by diarrhea and dyspnea. The cardiac syn- 
drome is no less extraordinary, consisting of endo- 
carditis of the right side of the heart with narrowing 
of the pulmonary artery and, often, tricuspid insuffi- 
ciency. These cardiac manifestations, which almost 
always occur in patients with long-standing latent 
hepatic metastases, are apparently due to the enor- 
mously increased amounts of serotonin found in these 
patients. The antagonists of serotonin are, therefore, 
being intensively investigated in the attempts now 
being made to find a remedy for this extraordinary 
condition. 


Hypersplenism in Geriatrics. S$. O. Schwartz and W. H. 
Hartz. J. Am. Geriatrics 5:398-403 (April) 1957 [Balti- 
more]. 


Hypersplenism is a vague and poorly understood 
term which implies abnormal splenic activity with a 
resulting diminution of some or all of the cellular 
élements of the blood. The mechanism is unknown, 
and none of the theories advanced to explain the con- 
dition has received universal acceptance. The con- 
cept of splenic inhibition of the release of cells from 
the marrow has been adopted by the authors because 
it affords a simple approach to the problem. The 
hormone theory, which is predicated on the regula- 
tion by the spleen of the red blood cell, white blood 
cell (granulocyte), and platelet levels, explains the 
reduction in cellular elements in the blood of patients 
with enlarged spleens on the basis of overproduction 
of the splenic “hormone.” This extensive regulation 
by excessive splenic “hormone” would also account for 
the accumulation in the marrow of the normal pre- 
cursors of those elements lacking in the blood. The 
logical conclusion, that splenectomy will correct the 
hematologic conditions in hypersplenism, is borne out 
clinically. More detailed characteristics of the hyper- 
splenism syndrome include anemia, granlocytopenia, 
and thrombocytopenia either singly or combined. The 
coexistence of all 3 is termed pancytopenia. The de- 
gree of reduction of the cellular elements in the blood 
is not a function of the size of the spleen, and the 
severity of reduction is usually out of proportion to 
that which might be expected from the underlying 
disease alone. Anemia is usually normochromic or 
normocytic, mild to moderate degrees prevailing. The 
hypercellular marrow may further be involved by 
granuloma, lipoid reticulosis, or lymphoma and leu- 
kemias. The spleen may vary in size from a just- 
palpable 250 Gm. to huge enlargement. Splenomegaly 
may be due to reticuloendothelial hyperplasia, con- 
gestion (splenic vein hypertension or splenic vein ob- 
struction), local disease (sarcoid, lymphoma, and 
Hodgkin’s disease), infection (bacterial endocarditis, 
infectious mononucleosis, rheumatoid arthritis, tuber- 
culosis, and malaria) or generalized disease (Gaucher's 
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disease, lupus erythematosus disseminatus, leukemia, 
hemolytic anemia, Hodgkin’s disease, and myeloid 
metaplasia). Hypersplenic manifestations may be re- 
lieved by treatment of the underlying disease, and the 
ultimate prognosis is dependent on such treatment as 
splenectomy. Although the immediate prognosis is 
good, it does not affect the underlying disease. 


Hyperostosis Generalisata of Camurati-Engelmann 
Type. J. Roth. Harefuah 52:223-229 (May 1) (In He- 
brew with English Summary) [Tel-Aviv, Israel]. 


An 18-year-old boy, an immigrant from Iraq, was 
found to have the rare generalized hyperostosis of 
the Camurati-Engelmann type. This disease involves 
the entire skeleton and muscles. The main symptoms 
are headache, pain in the extremities, and genera! 
weakness. The main pathological picture is hyper- 
ostosis and osteosclerosis. These cause symmetrical 
changes in the whole bony skeleton, especially of the 
skull and the extremities. The obvious thickening of 
the bones together with the endostosis brings about 
crowding out of the bone marrow. These changes 
effect only the diaphyses and not the epiphyses and 
the metaphyses of the bones. In the boy presented, 
the progress of the disease in the bony skeleton was 
followed with x-ray examinations over a period of 2 
years. The physical examination revealed hepato- 
splenomegaly. There were no pathological blood 
changes. Examination of his family established that 
the disease is congenital and familial (3 generations 
of the family affected) and of a dominant inheritance. 
This disease as well as hyperostosis generalisata dif- 
fusa with pachydermia are congenital diseases, and 
both originate from disturbances in the development 
of the mesenchyma. Another theory is that sclerotic 
changes in the vessels of the bones and muscles are 
the cause of the disease. 


Acute Porphyria. J. W. Fischer. Illinois M. J. 111:315- 
315 (June) 1957 [Chicago]. 


The author discusses the various types of porphy- 
rins and of porphyria and shows that acute porphyria 
is in reality a chronic condition characterized by ex- 
acerbations and remissions over a period of time 
ranging from a few months to many years. The dis- 
ease occurs in families, affects twice as many females 
as males, and is most common between-the age of 20 
to 40 years. The attack may manifest itself by ab- 
dominal or neurological symptoms. Between attacks 
the patient may be symptomless or suffer from ill- 
defined complaints such as vague abdominal pain, 
bizarre pain in the extremities, insomnia, depression, 
and weakness. The paroxysms of abdominal pains are 
in the nature of colic. This is frequently accompanied 
by nausea and vomiting and slight fever. Jaundice 
may occur. In women, attacks may be associated with 
menstruation. The pain is difficult to control and often 
worse at night. Spasms and rebound tenderness are 
not common. The leukocyte count may be normal or 
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elevated. It is obvious that the condition may mimic 
appendicitis, biliary or renal colic, intestinal obstruc- 
tion, or pancreatitis. It is, therefore, not surprising 
that these patients are often operated upon, and a 
“battle-scarred” abdomen attests to the obstinacy of 
this disease. 

Mental symptoms may develop at any time in the 
course of illness. These are frequently simple emo- 
tional states, irritability and fatigue. Confusional, hal- 
lucinatory, or psychotic behavior may occur. The 
cardiovascular system is frequently involved, giving 
rise to hypertension, tachycardia, and electrocardio- 
graphic abnormalities. The diagnosis of porphyria 
should be borne in mind in any obscure nervous dis- 
turbance or ill-defined acute abdominal condition, 
particularly when they occur concurrently. Examina- 
tion of recently passed urine is of major importance; 
this can be screened for porphobilinogen by the 
simple test devised by Watson and Schwartz. Patients 
with porphyria, like diabetics, should have on their 
person a written statement concerning their diagnosis 
so as not to lead the unwary surgeon to perform use- 
less operations. Toxic agents, especially barbiturates 
and alcohol, should be avoided by these patients. 


The Effects of Cortisone and Hydrocortisone on Wa- 
ter Diuresis and Renal Function in Man. L. G. Raisz, 
W. F. McNeely, L. Saxon and J. D. Rosenbaum. 
J. Clin. Invest. 36:767-779 (June, pt. 1) 1957 [New 
York]. 


The deficient diuretic response to water character- 
istic of patients with adrenal insufficiency can be 
rapidly corrected by the administration of cortisone. 
A number of observations, chiefly in experimental 
animals, suggested that administration of various 
adrenocortical preparations in large “pharmacological” 
doses also influences water diuresis in the normal 
organism. The present report describes the effects of 
large doses of cortisone and hydrocortisone on water 
diuresis, renal solute excretion, glomerular filtration 
rate, and effective renal plasma flow in adult male 
patients free from cardiovascular, renal, and endo- 
crine disease. Three sets of studies concerning water 
diuresis were carried out. 

The rate of urine flow observed during a maintained 
water load was regularly greatly increased during 
steroid administration irrespective of changes in the 
dietary intake and renal excretion of sodium salts. 
Serial studies in subjects on a salt-poor diet demon- 
strated an increase in maximal urine flow and in free- 
water clearance. The increased excretion of water was 
usually but not invariably accompanied by a small 
increase in sodium excretion, a gain in body weight, 
and sometimes by an increase in total solute excretion. 
The small rise in glomerular filtration rate noted dur- 
ing steroid administration did not parallel the increase 
in maximal urine flow. A single intravenous infusion 
of hydrocortisone regularly produced an increase in 
glomerular filtration rate, but without a consistent 
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increase in the diuretic response to water loading. 
The observations indicate that continued administra- 
tion of steroid in large doses influences the renal 
tubular reabsorption of water. It is suggested that 
more free water is made available for excretion be- 
cause of (1) a redistribution of solute reabsorption be- 
tween proximal and distal systems or (2) an alteration 
in the permeability of the renal tubular epithelium 
to water. 


Contribution to the Knowledge of Acute Staphy- 
lococcic Enteritis Caused by Treatment with Anti- 
biotics. M. Bassi and L. Gangitano. Sett. med. 44:501- 
505 (Oct. 15) 1956 (In Italian) [Florence, Italy]. 


The cases of 3 patients with micrococcic (staphy- 
lococcic) enteritis caused by treatment with antibiotics 
are reported. The first patient, an 18-year-old female, 
received treatment with antibiotics after being op- 
erated on for gangrenous and perforated appendicitis. 
The second patient, a 16-year-old male, received 
treatment with antibiotics after being operated on for 
acute appendicitis. The third patient, a 17-year-old 
male, received treatment with antibiotics because of a 
violent abdominal contusion incurred in a fall from a 
motorcycle. All patients had diarrhea. Pain in the 
epigastrium or shock were not present before the 
onset of diarrhea. The patients presented a cholera- 
like syndrome with circulatory collapse, fast and 
severe dehydration, and positive finding of Micro- 
coccus pyogenes var. aureus. The symptoms occurred 
after the administration of 1 million Oxford units of 
penicillin, 8 Gm. of streptomycin, 2.4 Gm. of Terramy- 
cin, and 3 Gm. of chloromycetin given by parenteral 
route in the first patient; the administration of 1.6 
Gm. of Terramycin, 500,000 units of penicillin, and 
22 Gm. of sulfaguanidine in the second patient; and 
after the administration of 2.4 Gm. of terramycin in 
the third patient. The first two patients died and the 
third survived. The first patient lived 4 days after the 
appearance of the symptoms, the second patient 8 
days. The condition of the third patient returned to 
normal 5 days after the appearance of the symptoms. 
The authors think that the syndrome was fatal in the 
first two patients because these patients at the time 
they contracted enterocolities already had a severe 
toxic infection and anaerobic germs. The general con- 
dition of the third patient was good at the time he 
contracted enterocolitis. 


SURGERY 


Mild Rheumatic Carditis and Mitral Commissurotomy. 
P. A. Kupriyanov, S. A. Gadzhiev and T. G. Bliestkina. 
Khirurgiya 33:26-32 (No. 5) (May) 1957 (In Russian) 
[Moscow]. 


The authors report on 126 patients who were sub- 
jected to a mitral commissurotomy. Rheumatic cardi- 
tis was suspected in 38 patients, while 88 patients 
presented no clinical manifestations of carditis before 
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the operation. The histological study of an excised 
portion of the left auricle was carried out on all of 
the operative patients. Signs of active rheumatic 
process were demonstrated in 53 patients; 37 of these 
had Aschoff nodes, while in 16 there were present 
indirect manifestations of the rheumatic carditis, such 
as nonspecific infiltration of the interstitial tissue. 
Exacerbation of the rheumatic carditis in the post- 
operative period was noted in 18 patients (14.3%); in 9 
of these the process was mild and had no effect upon 
the general condition of the patient; in 9 patients a 
progressive course of rheumatic carditis was noted. 
The authors conclude that a mild rheumatic carditis 
which does not yield to medical therapy does not 
constitute a contraindication to mitral commissurot- 
omy. Adequate enlargement of the atrioventricular 
orifice improves circulation and leads to healing of the 
rheumatic carditis. Surgical treatment of mitral steno- 
sis in the presence of a mild carditis must be com- 
bined with active antirheumatic medical treatment. 
Exacerbation of the rheumatic carditis in the post- 
operative period is more severe in the younger pa- 
tients. As a rule, proper therapy, which consists of 
exhibition of salicylates, corticotropin, antibiotics, and 
ascorbic acid, in the presence of adequate widening 
of the ostium venosum, leads to healing. The active 
process subsides in the course of several weeks. Ab- 
sence of clinical manifestations of rheumatic carditis 
before the operation, as well as of histological data, 
does not guarantee against exacerbation of rheumatic 
carditis after the operation. 


Neoplastic Disease of the Spinal Extradural Space: A 
Review of 50 Cases. J. Mullan and J. P. Evans. 
A. M. A. Arch. Surg. 74:900-907 (June) 1957 [Chicago]. 


Fifty patients with spinal extradural tumor were 
treated by laminectomy and postoperative radiother- 
apy. Fourteen of the 50 patients had local tumors 
arising primarily in the spinal extradural space, in the 
bone, or spreading into the extradural space through 
the intervertebral foramens from the chest. Of the re- 
maining 36 patients, 15 had reticular tumors and 21 
had metastatic tumors. Six patients had a second 
operation, giving a total of 56 procedures. The results 
were considered as good or excellent in 16 patients 
(32%), moderate in 13 (26%), and fair in 7 (14%); 14 
patients (28%) were therapeutic failures. Causes of 
failure were degree of malignancy, degree of damage 
of the spinal cord before the operation, and errors of 
surgical judgment and of technique. Best results were 
obtained in patients with the simpler radiosensitive 
tumors; next most favorable were those in patients 
with the reticular tumors, and least favorable were 
those in patients with metastatic neoplasms. 

Investigation, preferably by myelography, of each 
case of suspected spinal extradural tumor is urged. 
Patients in whom the histological appearance of the 
tumor is unknown may be given radiotherapy under 
close neurological observation where myelographic 
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block is incomplete. If the pathology is known and the 
tumor is radiosensitive, radiotherapy should be given, 
provided that pressure on the cord is minimal. Urgent 
decompression and postoperative irradiation are indi- 
cated in all patients in whom compression is present 
and the tumor is insensitive to x-rays, or when the 
diagnosis is unknown, or even in those with radio- 
sensitive tumors associated with marked neurological 
signs. The need for operation is urgent in the pres- 
ence of spinal cord involvement, and time must not 
be wasted in prolonged investigation of a suspected 
primary lesion. It is difficult to say in the presence of 
complete paraplegia when it is too late to offer help, 
as good results were obtained in 1 patient after 2 
months of paraplegia. None of the 6 patients who 
underwent a second operation obtained satisfactory 
results. 


Use of Hypothermia in Intracranial Tumours. J. M. 
Inglis. Brit. M. J. 1:1335-1337 (June 1) 1957 [London]. 


Hypothermia has been found to be of undisputed 
value in cardiac surgery when temporary occlusion of 
one or more of the great vessels is required, in cere- 
bral surgery when the main arteries supplying vital 
structures are occluded, and when a period of pro- 
longed induced hypotension is desirable. Reduced 
body temperature subserves a protective function of 
vital organs by means of metabolic depression with 
reduced vulnerability to anoxia. Operative interven- 
tion in the brain stem is characterized by high post- 
operative mortality, and, although the reason for 
death is generally not clear, the hypothermia is of 
value in protecting the cells of the brain stem and 
diencephalon during operative procedures. Such a 
point is in need of statistical evidence which is not 
possible until larger numbers of cases are available. 
Two patients with craniopharyngioma, both of whom 
had displacement of the third ventricle, had the tumor 
completely removed surgically under hypothermia 
with the Birmingham hypothermia unit; they had an 
excellent postoperative course. 


Conservative Surgery in Essential Facial Neuralgia. 
]. Guillaume and G. Mazars. Presse méd. 65:925-926 
(Mav 18) 1957 (In French) [Paris]. 


Decompression of the trigeminal nerve by the ex- 
tradural route was used by the authors with excellent 
results in 40 patients with essential facial neuralgia 
treated in 1954 and 1955. The operation can be per- 
formed with safety even in the oldest patients; it does 
not interfere with normal buccal and facial sensitivity; 
and it does not lead to ocular complications or mas- 
ticatory difficulties. Relief from facial pain was ob- 
tained immediately in all but 4 of the patients, in 
whom slight rubbing of the trigger zone still elicited a 
few not very painful twinges for from 1 to 5 days after 
the operation. Transient recurrences of mild pain 
were noted by 3 patients 6, 12, and 14 months after 
operation, but only 1 patient had a genuine, lasting 
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relapse. Paresthesias, which appeared in 5 patients, 
were variously described as “stiffness of the chin,” 
“swelling of the lip,” or “pinpricks on the cheek,” but 
they were infrequent and much less disturbing than 
those observed after operations in which the nerve 
is severed. 

The only objection that can be advanced against a 
decompression operation seems to be the possibility 
that the neuralgia may return at a later date. This 
objection cannot be definitively answered at present, 
because the number of patients who have had _ the 
conservative operation is not vet large enough, nor is 
the follow-up long enough, to provide the information 
needed for such an answer. It may be pointed out, 
however, that, if pain should recur after decompres- 
sion of the nerve, neurotomy can still be performed. 
Neurotomy also retains its usefulness in certain 
atypical forms of neuralgia and in cases in which de- 
compression cannot be satisfactorily accomplished, as 
for instance in patients in whom the Gasserian gan- 
glion has been infiltrated with alcohol. The advantages 
of the decompression procedure for patients with 
essential facial neuralgia, however, are such that it 
should always be proposed first. 


Surgical Management of Aortic Stenosis: An Evalua- 
tion of Techniques and Results. C. P. Bailey and W. 
Likoff. A. M. A. Arch. Int. Med. 99:859-886 (June) 
1957 [Chicago]. 


There exist 3 distinctive individual methods for the 
surgical modification of aortic stenosis or closely allied 
disturbances at the outflow tract of the left ventricle. 
Transventricular and transaortic commissurotomy are 
closed-heart techniques, while the third and more 
recent procedure is the open-heart method, which 
involves the many principles and problems peculiar 
to open heart surgery as well as those related to 
mechanical valvular mobilization. Two hundred 
eighty-one patients with major aortic stenosis treated 
surgically by closed heart techniques were divided 
into 2 categories. Group 1 included those patients 
subjected to aortic commissurotomy for aortic stenosis 
alone, or in combination with other adynamic_ phys- 
iologically “insignificant” lesions, i. e., minor degrees 
of aortic regurgitation. Group 2 consisted of patients 
who required simultaneous aortic and mitral com- 
missurotomies for coexisting stenosis of both valves 
either alone or in combination with other minor valve 
lesions. Group 1 patients had dyspnea (86.5%), fatigue 
(78.7%), pain of coronary artery insufficiency (48.2%), 
vertigo and syncope (30%), peripheral edema and 
other manifestations either alone or in combination 
(30%), and acute paroxysmal dyspnea (21.3%). The 
average duration of each major symptom in group 1 
patients was less than one year, in contrast to the 
4-year duration of major complaint in the group 2 
patients. In the latter group, vertigo and syncope oc- 
curred less commonly and paroxysmal dyspnea more 
frequently, dyspnea and fatigue persisting as the 
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most common complaint. Normal sinus rhythm was 
present in all but one of the patients with uncompli- 
cated aortic stenosis, atrial fibrillation occurring in 
47.7% of the patients with coexisting mitral stenosis. 
Increased x-ray size of the heart (2+-) and a decreased 
second aortic sound were found in most patients in 
both groups. Clinical manifestations in patients with 
combined aortic and mitral stenosis resemble those of 
the latter disease much more than the former. Group 
1 is further differentiated from group 2 in that left 
ventricular hypertrophy (60.6%) and complete left 
bundle-branch block are associated with the former 
group, while left bundle-branch block did not occur 
in the latter group. Surgery for aortic stenosis is not 
indicated when the aortic valve pressure gradient is 
less than 40 mm. Hg, save for some few patients with 
combined aortic and mitral stenosis. 

The operative mortality rate for all patients in 
group | treated by a transventricular commissurotomy 
was 26.9% and by transaortic commissurotomy 16.4%. 
No deaths resulted where mitral and aortic stenosis 
coexisted as so-called “pure” lesions. In group 2 the 
mortality rate of all patients operated on via the 
transventricular method was 17.6% and of those op- 
erated on via the transaortic route 8.3%. Age was an 
important factor in the mortality rate in group 1, while 
increased heart size exerted a detrimental influence 
on both groups. The most dramatic postoperative im- 
provement was observed in the symptom triad of 
angina, vertigo, and syncope, while the symptoms of 
fatigue, exertional dyspnea, and edema either disap- 
peared or lessened considerably. Only 1 of the 11 
patients subjected to open-heart commissurotomy 
died (ventricular fibrillation during surgery). Postop- 
eratively, open-heart operations have had good re- 
sults clinically, and in no patient has there been any 
suggestion of creation of valvular incompetency. The 
percentage of patients improved and the degree of 
subjective benefit obtained are not extended appre- 
ciably by the transaortic method in contradistinction 
to the transventricular technique. The open technique, 
with use of a heart-lung bypass and retrograde _ per- 
fusion of the coronary sinus, is advocated in all opera- 
tive cases of congenital aortic stenosis and in most 
cases of extensive calcification of the aorta, as this 
technique routinely allows maximal relief of imped- 
ance without decreased valvular competence. 


Electrical Ventricular Defibrillation: The Relation- 
ships Between Epicardial Burns and Late Mortality. 
A. B. Kortz and H. Swan. A. M. A. Arch. Surg. 74:911- 
917 (June) 1957 [Chicago]. 


Thirty dogs subjected to hypothermia, bilateral 
transsternal thoracotomy, and right ventriculotomy 
were divided into 4 experimental groups according to 
the agent or agents which they received to inhibit 
ventricular fibrillation, i. e., bethanechol chloride 
alone, Ambonestyl (2-diethyl-aminoethyl isonicotina- 
mide) alone, Ambonestyl combined with bethanechol, 
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and a control group the members of which did not 
receive any pharmacological protection. Evaluation 
of the mortality within the respective groups sug- 
gested a division of the whole series into 2 broad 
categories according to whether fibrillation had or 
had not occurred at some time during the operative 
procedure. Of the 16 dogs that had fibrillation, de- 
fibrillation was achieved successfully in 15, but 11 of 
these died during the 7-day survival period. This 
represented a successful defibrillation of 94% but a 
late mortality of 74%. Of the 14 animals in which 
there was no fibrillation, all were living and well 7 
days postoperatively. The high “late mortality” in 
dogs in which “successful” defibrillation was accom- 
plished was considered to result from the method of 
defibrillation rather than from the arrhythmia itself. 
Residual epicardial burns over the lower left ventricle 
and cardiac apex were present frequently after elec- 
trical defibrillation. The late postoperative mortality 
was reduced from 74% to 10% in an additional experi- 
mental group of 10 dogs in which electrical defibrilla- 
tion was successfully carried out with defibrillator 
electrodes the bare faces of which were covered with 
saline solution-soaked gauze sponge, cotton, or felt. 

Although ventricular fibrillation may be relatively 
innocuous when properly treated, the authors do not 
subscribe to the elective production of this arrhythmia 
during open cardiotomy. They believe that a regular 
sinus rhythm with or without periods of elective car- 
diac asystole is desirable during intracardiac and 
extracardiac procedures. If ventricular fibrillation 
should supervene, electrical defibrillation is readily 
executed. However, the production of myocardial and 
epicardial burns during this experience may preclude 
adequate cardiac function in the postdefibrillatory 
period. Prevention of such burns is achieved by inter- 
posing saline solution-soaked gauze sponge, cotton, 
or felt between the heart and the defibrillator elec- 
trodes. This technique is not new, but its relation to 
postoperative mortality may not have been appre- 
ciated previously. 


The Diagnosis of Myxoma Cordis: Diagnosis Estab- 
lished Pre-operatively in Two Cases. F. S. P. Van 
Buchem, J. Nieveen and L. B. Van Der Slikke. Car- 
diologia 30:353-366 (No. 6) 1957 (In English) [Basel, 
Switzerland]. 


Myxomas have been observed at all ages and in 
both sexes, but especially in persons between the 
30th and 60th years of life, in 75% of whom these 
tumors were located in the left atrium. Small tumors 
are relatively insignificant, and treatment may be 
neglected. Larger tumors cause circulatory disturb- 
ances. The fact that a tumor is mobile to some extent 
is the basis of explanation for the effect of postural 
changes on current signs and symptoms. Rapid pro- 
gression of signs and symptoms and a poor reaction 
to cardiotonics are important diagnostic features. In 
the patients observed the left atrium was only slightly 
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enlarged and the impression of the esophagus was 
slight. If the myxoma was of a firm consistency, pow- 
erful pulsations of the esophagus could occur syn- 
chronously with the ventricular contractions at the 
level of the left atrium. No esophageal pulsations 
were visible in a patient in whom the tumor was of a 
soft consistency while it was situated at a somewhat 
lower level. Cardiac catheterization shows an increase 
in pressure in the pulmonary artery and right ven- 
tricle. The absence of the characteristic X-dip in the 
pressure curves of the left atrium is absent in those 
patients in whom the capacity of the left atrium has 
been reduced due to the presence of a myxoma. The 
X-dip also disappears in atrial fibrillation, and a pre- 
mature systolic peak is found in mitral insufficiency. 
No physical manifestations of either of the 2 disor- 
ders above were found, and no murmurs were audible 
in the patients. Angiocardiography reveals a gap in 
the shadow of the atrium. 


Local Recurrence of Carcinoma After Anterior Re- 
section of the Rectum and the Sigmoid: Relationship 
with the Length of Normal Mucosa Excised Distal to 
the Lesion. E. P. Lofgren, J. M. Waugh and M. B. 
Dockerty. A. M. A. Arch. Surg. 74:825-838 (June) 1957 
[Chicago]. 


One hundred eight patients with local recurrence 
of carcinoma after surgical extirpation of a malignant 
lesion in the sigmoid colon or upper part of the rectum 
by the abdominal route (anterior resection) with 
end-to-end anastomosis of the intestine and with or 
without antecedent or concomitant performance of 
proximal colostomy to decompress the suture line 
were studied to determine whether a_ relationship 
exists between length of normal mucosa excised distal 
to the original lesion and the subsequent recurrence of 
malignant tissue in the proximity of the previously 
established anastomosis. No strikingly significant re- 
lationship was found in a comparison of 97 of the 
available original operative specimens with lesions of 
102 patients who survived for 5 years after anterior 
resection and served as controls. Among other factors 
concerned in local recurrence of such lesions, lymphat- 
ic invasion in adjacent tissue is of importance, as 
evidenced by the fact that the incidence of lymphatic 
invasion among recurrent lesions was 16% higher than 
it was among nonrecurrent lesions. Yet the results of 
the study cast doubt on lymphatic invasion as a major 
factor in recurrence of malignant lesions in this loca- 
tion when it was demonstrated that the incidence of 
recurrences at the suture line was independent of the 
presence or absence of invasion of lymph nodes. The 
fact is noteworthy that the situation of recurrent 
lesions was closer to the anus than that of lesions 
among surviving patients. 

Incomplete excision of the primary tumor explained 
3 recurrences among 98 patients whose original opera- 
tive specimens were studied macroscopically and 
microscopically. In 12 of these 98 patients the recur- 
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rences were attributed to incomplete excision of the 
satellite lymphatic or vascular permeation. Potentially 
neoplastic mucosa, with malignant regeneration, ex- 
plained 7 recurrences. For the remaining 76 recur- 
rences, all appearing at the line of suture, there was 
no acceptable explanation after gross and miscroscopic 
examination of 98 originally excised specimens and 27 
recurrent specimens from this group. Although posi- 
tive evidence that implantation of viable malignant 
cells into raw tissue surfaces is a major fact cannot be 
provided, this concept, which has been emphasized by 
other workers, seems attractive. If valid, it would ex- 
plain the high proportion of recurrences at the line of 
suture independent of the presence of metastasis to 
lymph nodes, the relatively early recurrence of a 
lesion because of residual malignant tissue after the 
original operation, and the cause of the slight increase 
in the incidence of recurrences at the lower levels 
above the pectinate line. The concept might also ex- 
plain the slight increase in recurrence of lesions when 
the length of excised normal mucosa distal to the 
lesion was small, a factor which in itself would en- 
hance the danger of greater traumatic shedding, with 
increased density, of implantable viable malignant 
cells at the time of the original operation. Were this 
hypothesis acceptable, it could apply to 77% of the 
local recurrences in this study. 


Prolonged and Complicated Forms of Primary Infec- 
tion of Tuberculosis: Possibilities of Surgery. P. Giraud 
and H. Metras. Rev. espan. pediat. 13:141-155 (March- 
April) 1957 (In Spanish) [Zaragoza, Spain]. 


Primary infection with tuberculosis in a child de- 
velops in 2 stages: 1. An early stage, comprising 
general manifestations, which may become compli- 
cated with lymph node or meningitic dissemination. 
This stage lasts from a few weeks to several months 
and may be arrested by energetic antibiotic therapy 
of about 4 to 6 months’ duration. 2. A secondary stage, 
marked by the involvement of the mediastinal lymph 
nodes, softening, and caseation, particularly in the 
bronchial tree. This stage, which may last for months 
and years, is very little affected by the modern ther- 
apy. The sequelae are bronchial stenosis; sclerosis and 
retraction of a lobar or segmental portion with possible 
bronchial dilatation; residual foci in bronchial or pul- 
monary lymph nodes which may remain latent for a 
long time but which are susceptible to reactivation. In 
some instances the anatomic study discovered a corre- 
lation between this lymph node involvement and the 
ulcerative tuberculosis of young adults. This is verified 
by bronchoscopy and by the examination of the pri- 
mary infection of the patient's antecedents. In order 
to anticipate and to treat these sequelae and possibly 
to prevent adult tuberculosis, the authors suggest sur- 
gical therapy. They performed 50 operations, includ- 
ing ordinary lymph node removal and pulmonary 
lobar or segmental resection. The immediate prognosis 
was excellent. The follow-up prognosis, both anatomic 
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and functional, was likewise good. The operation 
should be performed at a specialized place only, with 
use of a careful technique, antibiotics, and proper 
apparatus. A competent anesthetist is essential. 


_] _] 


Pancreati y for Chronic Relapsing Pan- 
creatitis: Metabolic Defects Created by Total and 
Subtotal Ablations. P. H. Jordan Jr. and M. I. Gross- 
man. A. M. A. Arch. Surg. 74:871-880 (June) 1957 
[Chicago]. 


Six men between the ages of 34 and 63 years with 
chronic relapsing pancreatitis, 3 of whom were treated 
by total resection of the pancreas and the other 3 by 
subtotal resection, served as subjects for conventional 
and radioactive absorption studies performed within 
2 months to 5 years after the operation. Pancreatin 
(Viokase), given in doses of 6 Gm. a day, effectively 
reduced the fecal fat and nitrogen losses that resulted 
from inadequate external secretion of the pancreas. 
The improvement in nitrogen balance which was asso- 
ciated with the administration of Viokase was not 
always commensurate with the degree of improve- 
ment in nitrogen absorption. Radioactive iodine (I*”’)— 
labeled triolein and radioiodinated serum albumin 
(human) (RISA) were useful tools for the study of fat 
and protein absorption. Analysis of the radioactivity 
of the stools was a more reliable index of absorption 
than was the radioactivity of the blood. Absorption of 
I'"'-labeled oleic acid was significantly greater than 
the absorption of triolein. The importance of this 
observation as a therapeutic measure is unknown. 
lron-absorption studies with were interpreted as 
showing normal absorption of iron in the 3 patients 
with total pancreatectomy and increased absorption 
of iron in 1 patient with subtotal pancreaticoduoden- 
ectomy. 

Subtotal and total pancreaticoduodenectomy are 
effective forms of treatment for chronic relapsing pan- 
creatitis. The choice of total or subtotal pancreatec- 
tomy depends on the degree of exocrine and endocrine 
deficiencies that exists as a result of inflammatory 
destruction of the normal architecture of the pancreas. 
If the functional capacity of the pancreas has already 
become severely compromised, resection is a justifiable 
method of treatment, for perpetuation of the disease 
leads to a more crippling state for the patient than 
that which exists as a result of resection of the pan- 
creas, with postoperative metabolic effects not being 
significantly greater than the preoperative ones. 


Postmortem Homografts in Extensive Burns. B. C. 
Davis. Australian & New Zealand J. Surg. 26:244-247 
(May) 1957 [Melbourne]. 


Large amounts of skin may be taken from a single 
donor after death and used immediately or set aside 
in a refrigerator for later use. There is no disfigure- 
ment, time less, or wound care necessary with such a 
donor. Permission must be obtained from the relatives 
of deceased patients before cutting the homografts. 
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Persons who have died with infective lesions, those 
with malignant disease, and those who have died 
more than 6 hours previously without the benefit of 
refrigeration are not suitable as donors of homografts. 
The postmortem homografts may be used immediately 
or may be kept wrapped in penicillin-saline gauze at 
the temperature of the ordinary household refrig- 
erator. Just how long they will keep is not known, 
but the author has used with success autografts which 
have been refrigerated for 14 days. 

The history of a 23-year-old man is presented in 
whom the use of postmortem homografts for the treat- 
ment of severe and extensive burns was considered to 
be life-saving. The fact that he was a healthy young 
man with a fighting spirit made a tremendous differ- 
ence. Exposure treatment was ordered for the lower 
limbs and occlusive dressings for the upper limbs. It 
is difficult to expose circumferential burns, so Stein- 
mann’s pins were inserted into the heel to elevate the 
limb and thus reduce pressure on the posterior aspect. 
Estimations of the hemoglobin percentage and 
bacteriological examinations were made_ regularly 
throughout the course of the illness. Intravenous and 
antibiotic therapy was employed. When homografts 
are used, it is a good idea to scatter small autografts 
and pinch grafts between them. By this means, the 
autografts will be spreading by the time the homo- 
grafts disintegrate. It is quite difficult sometimes to 
tell which are autografts and which homografts. The 
homografts appear viable until about the 3rd or 4th 
week, when they suddenly disintegrate. 


NEUROLOGY & PSYCHIATRY 


Methitural in Cerebral Electrotherapy. T. R. Robie. 
J. M. Soc. New Jersey 54:272-275 (June) 1957 [Tren- 
ton]. 


Melancholia or depression can generally be coun- 
teracted by electroshock therapy. The skeletal frac- 
tures which formerly were a major hazard in this form 
of therapy are now prevented by the use of succinyl 
choline chloride (Anectine). Succinyl’s paralyzing 
effect endures for only 2 minutes. It is obvious that an 
anesthetic that endures for only 4 or 5 minutes would 
be ideal, and such is the case with methitural sodium, 
which the author used in the form of Neraval. There 
are minor differences in the method of administering 
methitural sodium (as compared to other barbiturate 
anesthetics) which must be followed. The latency 
period lasts from 30 to 50 seconds after intravenous 
injection before the anesthesia takes effect. Therefore, 
it is necessary to use the “two-syringe” technique, 
since the sense of suffocation from the succinyl would 
be more than the patient could stand unless the anes- 
thetic had taken effect. 

Another significant finding has come to light since 
methitural anesthesia was adopted routinely for all 
convulsive treatments. The authors had been observ- 
ing severe hyperkinetic and loud verbalizing furors 
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following electroconvulsive treatments in some diffi- 
cult patients who required monthly maintenance 
treatments. These furors were so severe that restraint 
straps and chemical sedation were necessary. Since 
the authors used methitural anesthesia no furor re- 
actions have occurred. They wonder if the fact that 
larger doses of succinyl can be safely given with 
methitural anesthesia might be the reason. The authors 
emphasize the importance of having the oxygen resus- 
citator available for patients who do not have spon- 
taneous respiratory response from the temporary 
apnea following the treatment seizure. Often the glum 
and “melancholy” patient whose repetitive formula is 
“T just can’t go to work” after less than half the neces- 
sary course of electroshock treatments has been com- 
pleted alters his formula to a hearty “I'm anxious to 
get back to work now!” The need for psychotherapy 
remains imperative after the course of cerebroelectro- 
therapy. In all “melancholy” persons there are major 
mental conflicts requiring resolution. 


Statistical Observations on the Distribution of Polio- 
myelitis Paralysis. M. Valle and M. Fasoli. Arch. 
ortop. 70:61-67 (No. 1) (In Italian) [Milano, Italy]. 


The authors report on a statistical study of the 
distribution of paralysis caused by poliomyelitis in 
962 patients from all parts of Italy. A large number of 
the patients came from rural areas of northern Italy. 
The tibialis anterior, the gluteus medius, and the 
gluteus minimus were the muscles most frequently 
affected. The extensors of the lower limbs were af- 
fected frequently by paralysis, the flexors by paresis. 
The muscles of the arms were affected more frequent- 
ly by paralysis than by paresis. The number of men 
was greater than that of women. Babies from 6 months 
to 1 year old represented the age group most fre- 
quently affected by the disease. 


Papilledema in Poliomyelitis. H. A. Ladwig, |. H. 
Murphy, R. E. Murphy and E. O. Burgert. Nebraska 
M. J. 42:292-294 (June) 1957 [Lincoln]. 


The authors observed 3 patients with papilledema 
among 148 patients admitted to the poliomyelitis 
respiratory center. The histories of these patients are 
presented. The mechanism accounting for papilledema 
in poliomyelitis can only be speculated upon. The 
spinal fluid pressure is elevated in the acute phase in 
many patients who show no evidence of papilledema. 
Two things were noteworthy about the patients with 
papilledema. First, the papilledema was not present 
at the onset of the illness but rather appeared from 
11 days to 5 months after the acute onset. Secondly, 
the spinal fluid protein level was elevated. This eleva- 
tion of protein follows the destructive phase of the 
acute poliomyelitis. It is suggested that the presence 
of the high protein content in poliomyelitis may con- 
tribute to a diminished absorption of the cerebral 
spinal fluid by plugging the stomas of the arachnoid 
villi. The result of the slowed absorption is an in- 
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crease in the cerebral spinal fluid pressure, thus caus- 
ing the papilledema to occur after the acute phase of 
the illness. Another factor is presence of hypertension 
which may be associated with the acute phase of 
poliomyelitis. Several observers who have studied 
hypertensive retinopathy have concluded that papille- 
dema is significant only of increased intracranial pres- 
sure and never due to local disturbances in the retina. 
It is suggested that further analysis of the protein 
content of the spinal fluid might determine whether 
this is a factor in the production of papilledema after 
poliomyelitis. One of the 3 patients presented illus- 
trates the occurrence of progressive hypertensive 
retinopathy associated with poliomyelitis. 


Lesions in the White Matter in Acute Poliomyelitis. 
I. Feigin. Neurology 7:399-403 (June) 1957 [Minne- 
apolis]. 


The author describes lesions in the white matter of 
the cord which were revealed by autopsy in a 29-year- 
old woman, a 10-year-old girl, and in 2 boys aged 
16 and 17 vears, respectively, who died of acute polio- 
myelitis. The most frequent pathological change in 
the white matter was the occurrence of perivascular 
lymphocytic infiltrates. In the first 2 patients, who 
died within 1 week after the onset of symptoms, focal 
areas of acute inflammation were noted in the white 
matter, characterized by an infiltration by a few poly- 
morphonuclear cells and a more pronounced prolifera- 
tion of microglial phagocytes. In 1 of the patients, 
these lesions involved the wall of a blood vessel and 
showed inflammatory changes and in 1 patient they 
showed necrotizing changes. Capillary thrombosis was 
observed in 1 lesion. Although occurring in patients 
with severe inflammatory changes in the gray matter 
and at the same cord levels as these severe changes, 
the lesions in the white matter were not generally 
situated adjacent to the gray matter but were more 
often present near the leptomeningeal surface. The 
leptomeninges overlying these zones showed inflam- 
matory changes no greater than those noted else- 
where. Although the lesions were small, it is likely 
the fibers transversing them would be functionally 
impaired. 

In the 2 boys with 10 and 17 days’ of duration of 
the disease, larger lesions of a different character were 
observed in the white matter. These consisted of areas 
of marked rarefaction, within which a profound loss 
of axons and myelin sheaths had occurred. In 1 pa- 
tient, markedly swollen and degenerated axons could 
be distinguished. An astrocytic response was neg- 
ligible, while the microglial reaction was moderate in 
1 patient and slight in the other. Inflammatory infil- 
treation was minimal. The nature of these lesions is 
not entirely clear. 

The lesions in the white matter are of much less 
significance than the severe lesions in the gray matter. 
It is not surprising that the functional disturbance 
relating to the lesions in the white matter has escaped 
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clinical attention. Recent clinical reports have indi- 
cated that sensory changes of a type which might be 
related to such lesions have been observed and that 
these should be included among characteristic clinical 
features of the disease. 


Clinical Experiences with Meprobamate. H. Lehmann 
and T. Sirnes. Tidsskr. norske laegefor. 77:419-423 
(May 15) 1957 (In Norwegian) [Oslo]. 


From August, 1956, up to February, 1957, 67 men 
aged from 22 to 75 were treated with meprobamate 
in the psychiatric department for men, Ulleval Hos- 
pital. Meprobamate probably causes fewer and less 
dangerous side-effects than chlorpromazine and Ser- 
pasil. The usual dosage was 1 tablet (0.4 Gm.) of 
meprobamate 3 or 4 times daily. The duration of the 
treatment was from 1 to 86 days, with an average of 
26 days. The symptomatic effect was good in 17 of 39 
cases of neurosis, in LO of 18 cases of alcoholism, nar- 
comania, and combined alcohol and drug abuse, and 
in 4 of 10 cases of psychic unrest in the postpsychotic 
stage. Important side-effects were observed in only 1 
case, in a nonallergic patient, in whom itching ery- 
thema occurred after the first tablet. Meprobamate is 
seldom effective in manifest psvchotic conditions and 
in deeper neuroses. Earher results and personal ex- 
perience indicate that meprobamate can be given as 
a sedative simultaneously with electroshock. Chlor- 
promazine and Serpasil are regarded as contraindi- 
cated during electroshock treatment. Meprobamate is 
especially suited for application in milder neurotic 
reactions, where anxiety, depression, and muscular 
tension predominate; in the abstinence stage in alco- 
holism and narcomania; for rest symptoms after psy- 
choses; and for insomnia. 


Clinical Aspects and Therapy of Poliomyelitis. H. 
Henckel and M. Hertl. Miinchen. med. Wehnschr. 
99:808-811 (May 31); 847-850 (June 7) 1957 (In Ger- 
man) [Munich, Germany]. 


The authors report clinical observations on 83 chil- 
dren who were hospitalized for poliomyelitis during 
an epidemic in 1954. Twenty-three of the children 
presented the symptoms of serous meningitis, and in 
most of these 23 children the diagnosis of poliomye- 
litis was only probable, because the authors were not 
able to ascertain the complement fixing antibodies. 
They were able to rule out choriomeningitis, infection 
with Coxsackie viruses, and leptospiroses. The clinical 
aspects were typical of poliomyelitis. In a few of the 
60 children with paralytic forms only reflex changes 
could be ascertained, but most of them had severe 
forms that required long and intensive orthopedic 
treatment. Twenty-six children had spinal forms of 
paralysis. Ten children with the paralytic forms had 
spinal involvement at a high level. They had paralysis 
of the upper arm, of the neck muscles, and in the 
region of the 11th cranial nerve. In 2 of the children 
spinal forms of paralysis were associated with involve- 
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ment of the bulbar-pontine region. Isolated paralysis 
of a single cranial nerve occurred in 14 children, in- 
volvement of the facial nerve being particularly fre- 
quent. 

The authors give particular attention to 3 therapeu- 
tic measures: the injection of gamma globulins during 
the preparalytic stage, the administration of vita- 
min By2, and the use of dehydrating measures (osmo- 
therapy). The effect of gamma globulin on the preven- 
tion of paralysis was demonstrated on large numbers 
of patients in the United States. They themselves gave 
gamma globulin to 28 children with meningeal symp- 
toms; 22 of these remained free from paralysis, where- 
as in 6 more or less severe forms of spinal paralysis 
developed one or two days later, the regression of 
which was about the same as in children who had 
not been protected with gamma globulin. The authors 
gave vitamin By,» by injection and orally to 38 of their 
patients with paralytic signs but were unable to 
reproduce the favorable results reported by others. 
Particular stress is put on osmotherapy by intensive 
dehydration with hypertonic solutions of glucose, Veno- 
stasin (extract of horse chestnut), mersalyl sodium 
(Salyrgan), acetazolamide (Diamox), and the with- 
drawal of fluid. Intensive dehydration proved espe- 
cially effective in the severest forms of poliomyelitis. 
This form of treatment proved effective again in 1956 
in 4 children with severe bulbar-pontine forms of 
poliomyelitis with paralysis of deglutition. All of these 
children recovered. 


GYNECOLOGY & OBSTETRICS 


Diamox in Edema of Pregnancy. E. Balthrop and 
J. M. Young. J. Florida M. A. 43:1201-1203 (June) 1957 
[Jacksonville]. | 


Of 323 obstetric patients, 38 with sodium retention 
and edema of pregnancy were given 500 mg. of 
acetazolamide (Diamox) daily and were placed on a 
diet restricted in sodium. The remaining 285 patients 
with normal pregnancy did not receive acetazolamide. 
Seventeen of the 38 patients were therapeutic failures. 
Eighteen patients were benefited in that the poten- 
tially toxic or preeclampsic state was controlled. Thir- 
teen were greatly relieved of edema, and 5 were 
relieved completely. Three stopped loosing albumin 
in the urine, and 1 obtained remarkable relief from 
hypertension. Those patients who were weighed 48 
hours after the beginning of administration of aceta- 
zolamide experienced maximal measurable loss in 
weight. This observation was instrumental in devising 
the 48-hour acetazolamide test to evaluate the sodium 
retention of the potentially toxic pregnant patient. 
The patient is instructed to restrict sodium intake; 
then she is weighed, given acetazolamide, and 
weighed again after 48 hours. A loss in weight of 2% 
of the total body weight indicates that further aceta- 
zolamide therapy is justified. 
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There is an increased reabsorption of sodium and 
water in the pregnant woman. This normal process is 
exaggerated in the preeclampsic or toxic state and is 
at least part of the cause of the eclampsia. Control of 
sodium and water excretion is therefore partly the 
answer to the control of eclampsia. Acetazolamide is 
a potent drug to increase sodium excretion in those 
patients who are potentially toxic. 


Ten Years’ Experience with Culdoscopy: An Analysis 
of 594 Cases. W. E. Josey, J. D. Thompson and R. W. 
Te Linde. South. M. J. 50:713-719 (June) 1957 [Bir- 
mingham, Ala. ]. 


Culdoscopy was performed by 59 surgeons on 594 
female patients between the ages of 9 and 69 years. 
The anesthesia used in most of the patients consisted 
of intravenous administration of thiopental sodium, 
usually supplemented by nitrous oxide and oxygen. 
Caudal and spinal anesthesia were used occasionally. 
Because of the difficulty observed in maintaining an 
adequate airway in the knee-chest position, patients 
who are to have culdoscopy with the aid of general 
anesthesia should be routinely intubated. The indica- 
tions for culdoscopy were as follows: to rule out or 
to establish the diagnosis of ectopic pregnancy in 356 
and of endometriosis in 51 patients; as part of endo- 
crinologic investigation in 43; to search for a cause of 
unexplained abdominal or pelvic pain in 45; as part 
of investigation for sterility in 37; to determine the 
nature of pelvic masses in 31; for suspected pelvic 
tuberculosis in 21; and for miscellaneous conditions 
in 10. 

Culdoscopy proved to be a valuable aid in the diag- 
nosis of ectopic pregnancy in 323 of the 356 patients. 
It was also useful in 47 selected patients with sus- 
pected endometriosis, in 43 patients with unexplained 
abdominal pain, in 28 with pelvic masses of an un- 
certain nature, in the 21 with suspected pelvic tuber- 
culosis, in 36 sterile patients, and in 42 with endocrine 
disorders. It appears that, if used successfully, culdos- 
copy will substantially reduce the number of patients 
requiring laparotomy for these conditions. Culdoscopy 
was regarded as unsatisfactory in 45 patients (7.6%), 
a relatively low failure rate which can be reduced by 
rejecting patients with a fixed mass or firm adhesions 
in the cul-de-sac and by attention to proper technique 
in inserting the trocar. 

Culdoscopy is relatively sate, but it is not without 
danger when injudiciously employed. In 1 patient, 
misuse of the culdoscope resulted in the unrecognized 
perforation of the rectum and perhaps contributed to 
the death of the patient, which occurred 2 days later. 
This accident is extremely rare and is unlikely to 
occur if good judgment is exercised in the selection 
of patients. Extraperitoneal perforation of the rectum, 
in contradistinction to intra-abdominal perforation, 
does not constitute a serious injury. Of 28 patients 
with early intrauterine pregnancy found at the time 
of culdoscopy, 23 delivered uneventfully, and 4 of 5 


‘ 


406 MEDICAL LITERATURE ABSTRACTS 


who subsequently aborted had uterine bleeding and 
cramp-like pain on admission to the hospital, suggest- 
ing that abortion was threatening before the perform- 
ance of culdoscopy. Culdoscopy probably does not 
interfere with the progress of a normal early intra- 
uterine pregnancy. 


Hypofibrinogenemia in Pregnancy. J. Tortora and J. C. 
Amico. New York J. Med. 57:2055-2058 (June 15) 1957 
[New York]. 


The obstetric syndrome of incoagulable blood, if 
not promptly corrected, can result in fatal exsanguina- 
tion. This defect is generally due to a decrease in 
circulating fibrinogen. There is little agreement as to 
how this condition is brought about. However, the 
concept that the uterus or its contents release throm- 
boplastin into the blood, thereby setting in motion a 
normal clotting mechanism, that the resulting intra- 
vascular clotting causes increased utilization of fibrin- 
ogen, and that the liver is unable to replace this 
deficiency quickly enough to prevent hemorrhage, is 
fairly widespread. Other theories—that a lysin is pro- 
duced which destroys the fibrinogen or that fibrinogen 
production is retarded—have not been satisfactorily 
demonstrated. Clinically, this syndrome occurs in 
abruptio placentae, amniotic fluid infusion, long re- 
tention of a dead fetus (usually due to Rh insensitiza- 
tion), fulminating eclampsia, abortion, and retained 
placenta. In nonobstetric patients it is found in drastic 
thoracic surgery, in association with operations for 
pancreatectomy, and in the experimental animal fol- 
lowing extensive tissue damage. Normally, there is no 
significant alteration in the plasma fibrinogen levels 
during delivery or post partum. Treatment of this 
condition involves restoration of normal clotting by 
intravenous administration of adequate amounts of 
human fibrinogen along with replacement of blood 
loss. The literature does not contain any mention of 
hypofibrinogenemia associated with placenta previa. 


Idiopathic Myocardial Failure in the Last Trimester 
of Pregnancy and the Puerperium. W. R. Meadows. 
Circulation 15:903-914 (June) 1957 [New York]. 


The authors report on 15 women, 13 Negroes and 
2 white, between the ages of 22 and 44 years, with 
the syndrome of idiopathic myocardial failure occur- 
ring in the last trimester of pregnancy or during the 
puerperium. This syndrome is characterized by symp- 
toms of congestive failure, which, early, is predomi- 
nantly left sided; chest and abdominal pain; embolic 
phenomenon (occurring in 25 to 40% of the patients); 
acute hypertension; gallop rhythm; generalized dilata- 
tion of the heart; and T-wave inversion. In the 15 
patients, the symptoms of night cough, hemoptysis, 
and paroxysmal nocturnal dyspnea were the earliest 
clinical manifestations of myocardial failure rather 
than its cause. Eleven patients made complete clinical 
recoveries and 4 died. Autopsies revealed lesions re- 
sembling those observed in similar cases unrelated to 
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pregnancy. There was a soft, flabby, dilated myocar- 
dium; ventricular mural thrombi were observed as 
well as endocardial thickening of variable extent; and 
there were focal and diffuse areas of myocardial necro- 
sis, especially in the subendocardial portion of the 
ventricular wall. The cause of the endomyocardial 
lesions is unknown. The syndrome tended to recur 
with subsequent pregnancies. 

The authors’ observations and those of other 
workers indicate that these patients are usually con- 
sidered clinically to have either rheumatic or hyper- 
tensive heart disease, one of the rarer recognized 
forms of myocardial disease, or a disease suggested 
by symptoms coming from embolization of organs. 
Therapeutic efforts should not rest with the control of 
the symptoms of congestive failure but should include 
prolongation of bed rest until after the heart size has 
returned to within normal limits, when this objective 
is attainable. While bed rest alone is sufficient treat- 
ment in many patients, the need for digitalization be- 
comes apparent early in others. Since embolization, 
when it occurs, is frequently a very early event in the 
course of the syndrome, effective use of anticoagulants 
would depend on their administration at the earliest 
possible moment. The frequency of recurrence of the 
syndrome with subsequent pregnancies and the pre- 
dominance in the puerperium of this type of conges- 
tive failure over those with usual causes suggests that 
the relationship to pregnancy is not fortuitous. 


A Clinical Analysis of 8063 Cases of Painless Labor 
by the Psychoprophylactic Method. Ch’en Wen-Chen. 
Chinese M. J. 75:338-343 (May) 1957 (In English) 
[Peking, China]. 


According to the author, painless labor by the psy- 
choprophylactic method was introduced by Russian 
investigators in 1949 on the basis of Pavlov’s theory 
and has been carried out since then in the Soviet 
Union, China, France, and other countries. In this 
report he analyzes 8,063 deliveries carried out with 
the aid of the psychoprophylactic method at the Ma- 
ternity Hospital of the Peking Medical College be- 
tween January, 1953, and December, 1955. Candidates 
for the psychoprophylactic method of delivery (women 
pregnant from 32 to 34 weeks) were encouraged to 
speak about what they knew of the process of child- 
birth and to reveal their worries and fears. In 3 
antenatal classes, held at weekly intervals, explana- 
tions were given on the anatomy of the female pelvic 
organs, the physiology of labor, and how pain might 
be eliminated. Breathing exercises considered funda- 
mental in painless labor were explained, and after the 
last lecture breathing exercises were given under 
supervision. * 

On admission to delivery, the ward staff made the 
patients as comfortable as possible. The labor and 
delivery rooms should be quiet and pleasant. The 
accoucheur reviewed the lessons with each parturient, 
studied her mental and emotional reaction, and tried 
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to give her confidence in herself and her attendants. 
During labor, she was informed from time to time of 
the progress of labor and the management given. She 
was instructed in how she could best cooperate dur- 
ing the different stages of labor, in breathing, relaxing 
and straining. To those who had not attended all the 
classes, supplementary talks were given if time and 
conditions allowed. The effectiveness of the psycho- 
prophylactic method was graded excellent, good, fair, 
or failure. The 8,063 women in whom the method was 
used accounted for 92.8% of the total of 8,671 de- 
livered at the hospital during the 3 years (1953 to 1955 
inclusive). The remaining women had failed to at- 
tend the antenatal clinic or had attended for too 
short a time to receive proper preparation. The method 
proved effective in 94% of the women in whom it was 
used. The psychoprophylactic method was more effec- 
tive in multiparas than in primiparas. The results in 
a total of 7,406 full-term, occipital anterior, spontane- 
ous deliveries were compared with those of a control 
group of 3,496 deliveries in regard to duration of 
labor and blood loss. The average duration of labor 
in the cases conducted by the psychoprophylactic 
method was shorter by 2.02 hours in primiparas and 
1.56 hours in multiparas than in the control group. 
The average blood loss was also less in the former 
group. The causes of failure and the use of medica- 
tion as an auxiliary to the psychoprophylactic method 
are discussed. 


PEDIATRICS 


Renal-Vein Thrombosis in Newborn Infants of Dia- 
betic Mothers: Report of Two Cases. M. E. Avery, 
E. H. Oppenheimer and H. H. Gordon. New England 
J. Med. 265:1134-1138 (June 13) 1957 [Baltimore]. 


Thrombosis of the renal veins in infancy is an un- 
usual occurrence and is commonly due to dehydration 
or sepsis. Sometimes it occurs without any predis- 
posing cause and has been referred to as primary 
renal-vein thrombosis. A report on 2 newborn infants 
with renal-vein thrombosis in the absence of dehy- 
dration or sepsis is made, in addition to 2 other infants 
with the same condition reported on in literature. 
They were all excessive-sized infants and had mothers 
with a history of diabetes. The anatomic diagnoses 
of one infant were history of maternal diabetes with 
suspected abruptio placentae and cesarean section, 
hyperplasia of the islands of Langerhans, organizing 
thrombosis of the right renal vein and inferior vena 
cava, fresh thrombosis of the right intrarenal veins, 
hemorrhagic infarction of the right kidney, jaundice, 
and extramedullary hematopoiesis of the liver and 
spleen. The anatomic diagnoses of the second infant 
were history of maternal diabetes, stillbirth, macera- 
tion, and extensive bilateral thrombosis, associated 
with calcification, of the renal veins. The evidence that 
the prediabetic state as well as manifest diabetes of 
the mother is associated with excessive-sized infants 
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is unequivocal. A possible explanation for the associa- 
tion of renal-vein thrombosis and maternal diabetes is 
that the circulation is slowed, with stasis in the renal 
veins. The importance of awareness of this condition 
and early diagnosis is heightened by reports of sur- 
vival after nephrectomy in at least 12 cases. 


Acute Pancreatitis in Children. D. A. Blumenstock, 
J. Mithoefer and T. V. Santulli. Pediatrics 19:1002- 
1010 (June) 1957 [Springfield, Il.]. 


Although acute pancreatitis is a rare disease in 
children, it occurs frequently enough to be considered 
in the differential diagnosis of abdominal pain and 
vomiting. Four new cases (in children ranging in age 
from 8 months to 6 years are presented and 36 pre- 
viously reported cases are reviewed. The etiology was 
unknown in the 4 cases presented; 1 was associated 
with a perforation of the right hepatic duct. Each of 
the patients was operated upon at some time during 
the course of the disease, and the diagnosis of acute 
pancreatitis was confirmed. All patients ultimately 
recovered. The diagnosis of acute pancreatitis is rarely 
made in children before operation or autopsy because 
the disease is confused with the more frequent causes 
of abdominal pain and vomiting in this age group. 
However, the clinical history and abdominal signs 
may be suggestive of acute pancreatitis. The diagnosis 
can be confirmed by demonstrating elevation of the 
concentration of amylase in the serum, provided 
mumps is not present. In contrast to adult patients, 
acute pancreatitis in children is seldom related to 
disease of the biliary system. Acute pancreatitis in 
children may be produced by trauma, acute infection, 
and mechanical obstruction of the pancreatic ducts 
by round worms. The etiology of the majority of 
cases, however, remains unknown. The complications 
of acute pancreatitis in children include diabetes 
mellitus, retroperitoneal hemorrhage, pseudocyst for- 
mation, and hypocalcemic tetany. Treatment of un- 
complicated acute pancreatitis should be conservative 
if the diagnosis can be made without operation. 


Mast Cell Leukemia Presenting as Urticaria Pigmen- 
tosa: Report of a Case. W. J. Waters and P. S. Lacson. 
Pediatrics 19:1033-1042 (June) 1957 [Springfield, IIl.]. 


The concept of “urticaria pigmentosa” as a benign 
dermatological syndrome needs revision, since gen- 
eralized organ involvement may be present. There 
have been some reports indicating that urticaria pig- 
mentosa may be associated with a generalized disease, 
but these generally concerned patients in the older 
age group. The authors had the opportunity to study 
a boy with a generalized tissue mast cell involvement. 
They believe this to be the first recorded demonstra- 
tion of tissue mast cells in the peripheral blood in a 
child. When 9 months old the child had been hos- 
pitalized for studies on the allergic origin of a chronic 
dermatitis, but studies and treatment were not re- 
warding. When he was admitted again when 5 years 
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old, the mother reported that the rash had_ persisted 
and that secondary infection had often been a prob- 
lem. She had noted for the past 2 years easy bruis- 
ability and difficulty of arresting hemorrhage from 
minor cuts. One week prior to admission a cough 
developed, with a temperature of 40 C (104 F), and 
the boy complained of generalized abdominal pain. 
The local physician noted hepatosplenomegaly and 
referred him to the hospital. On the basis of skin and 
lvmph node biopsies as well as the study of the 
peripheral blood and bone marrow, a diagnosis of 
“urticaria pivmentosa” with hematological abnormal- 
ities was established, and the patient was discharged 
to be followed as an outpatient. Three months later 
he was readmitted with a temperature of 40.5 C (104.9 
F), lethargy, and vomiting of vellow-green fluid and 
coffee-ground material. He was apathetic and had 
petechiae in the palpebral conjunctivae and on the 
soft palate; distention of tiie abdomen was noted, with 
the liver palpated down to the right iliac crest and the 
the spleen 4 fingerbreadths below the costal margin. 
The extremities were mottled, cold, and moist. The 
boy died on the third day. 

At autopsy the cutaneous lesions appeared as dried, 
maculopapular eruptions on the abdomen, groins, and 
thighs. The lvmph nodes were enlarged. On micro- 
scopic examination, an invasion of characteristic tissue 
mast cells was found in most of the organs. The tissue 
mast cells appeared as large polymorphic cells with 
acidophilic cytoplasm and relatively large rounded 
nucleus. The liver was the most massively involved 
organ. The subcapsular hemorrhage freely communi- 
cated with that in the substance of the liver without 
a demonstrable rupture on the surface of the organ. 
Death was believed to be due to exsanguination. With 
demonstration of the tissue mast cells in the peripheral 
blood and bone marrow the condition was classified as 
a form of leukemia. Tissue mast cells should be differ- 
entiated from blood basophils, as in the literature 
these are occasionally used interchangeably. Heparin 
and histamine determinations on frozen postmortem 
specimens of liver showed a concentration of approxi- 
mately 100 times normal. Cortisone has been sug- 
gested as an inhibitor of the growth of the tissue mast 
cells. The boy died before such treatment could be 
instituted. 


Skeletal Tuberculosis in Children Treated for Primary 
and Miliary Tuberculosis. L. Milgram. Am. Kev. Tu- 
bere. 75:897-911 (June) 1957 [New York]. 


A group of 554 children, aged 12 years or less when 
first seen, with roentgenographic evidence of primary 
tuberculosis were followed up for 2 to 8 years. Of 
these, 206 received chemotherapy for at least one 
month and 348 were untreated. Thirty-five of the 
treated patients also had miliary tuberculosis. The 
survivors of the treated group were compared with 
the untreated group for the incidence of bone and 
joint tuberculosis after admission. During the period 
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of follow-up, skeletal lesions occurred with greatest 
frequency among the survivors of miliary tuberculosis. 
The incidence was low among children treated for 
indications other than miliary disease, including those 
treated for bone and joint tuberculosis, and was lower 
than in the untreated group. Bone and joint tubercu- 
losis occurred less frequently in patients treated with 
streptomycin and isoniazid than in those treated by 
the previously used thiazolsulfone (Promizole). It is 
suggested that the bones are infected early in primary 
tuberculosis and that chemotherapy acts on already 
established foci. There is evidence that at the begin- 
ning of treatment of miliary tuberculosis there is a 
widespread involvement of the bone marrow. Such 
foci probably account for the frequency of clinical 
bone and joint tuberculosis in patients treated for 
generalized tuberculosis. 


Phenylketonuria in Child with Normal Intelligence 
Quotient: Comparative Biochemical and Psychodiag- 
nostic Investigation on Two Girls of the Same Age. 
H. Bickel and W. Griiter. Ztschr. Kinderh. 79:509-521 
(No. 5) 1957 (In German) [Berlin]. 


Psychometric tests on over 300 patients with phenyl- 
ketonuria observed in homes for feeble-minded and 
in schools for backward children had demonstrated 
that the IQ was extremely low in a large percentage 
of children with phenylketonuria and below normal 
in all of them. The authors cite a 5-year-old girl with 
phenylketonuria who had a practically normal IQ of 
91. Comparative biochemical and psychometric tests 
were made on this child and on another child with an 
1Q of only 23. Despite the decided difference in in- 
telligence, the plasma levels for phenylalanine, tyro- 
sine, tryptophan, and alpha-amino-nitrogen, as well 
as the urinary excretion of phenylalanine and phenyl- 
pyroracemic acid, were practically the same in both 
children. Certain differences in the excretion of phenol 
and of indole bodies could not be explained. The 
authors point out that the lack of a direct relationship 
between defective intelligence and the biochemical 
abnormalities that were found does not necessarily 
indicate that there is no causal connection between 
oligophrenia and the biochemical disturbances. Metab- 
olites not yet identified, the action of antimetabolites, 
the sensitivity of which differs individually, and other 
factors may play a part in damaging the brain in 
early childhood. 

The following factors speak against the possibility 
of an unconnected, merely concurrent hereditary 
transmission and for a true causal connection of the 
two defects: (1) the modification of the feebleminded- 
ness by a diet with a low phenylalanine content; (2) 
the peculiar characteristics of the mental deficiency; 
and (3) the presence of extrapyramidal disturbances. 
Dissociated intellectual defects indicative of organic 
brain changes were revealed by special psychometric 
tests in the child with the normal IQ. Patients with 
phenylketonuria in whom the intelligence is relatively 
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well preserved are good subjects for the differentiation 
of the mental defects of this disease from that of ordi- 
nary “endogenic” feeblemindedness. The detection of 
a normal IQ in a patient with phenylketonuria raises 
the question of the frequency of this concurrence 
among the general population and among the appar- 
ently normal members of families with hereditary 
phenylketonuria. It also indicates that caution is nec- 
essary in ascribing normal development to the early 
onset of a diet with low phenylalanine content. 


Pneumonopathy Due to Staphylococcus in Early In- 
fancy: Clinical and Statistical Study of 27 Patients 
Observed During the Period from 1954 to 1956. A. 
Benevolo. Minerva pediat. 9:393-402 (April 7) 1957 
(In Italian) [Turin, Italy]. 


Pneumonopathy caused by staphylococci was ob- 
served by the author in 27 infants, 17 male and 10 
female, 8 days to 14 months old, during the years 1954, 
1955, and 1956. Sixteen infants had empyema, 3 bi- 
lateral; and 11 infants, 4 with hypertension, had 
pyopneumothorax. Pulmonary localization was on the 
right side in 20 patients, on the left side in 4, and 
bilateral in 3. Ten infants were observed during the 
winter, § in the fall, 5 in the spring, and 4 in the sum- 
mer. Four infants had abscess, 2 otitis, and 1 peri- 
carditis. The leukocyte count was high in all the 
infants. The erythrosedimentation rate was high in the 
6 infants in whom it was measured. The Staphylococ- 
cus, which was always isolated from the pleural pus, 
Was pyOgenes var. aureus in 25 patients and _ pyo- 
genes var. albus in 2. Twenty-three patients were 
treated with antibiotics and 4 were subjected to sur- 
gery. Best results were obtained in infants treated 
with chloramphenicol. Very good results were ob- 
tained in 3 infants treated with erythromycin. Large 
doses of antibiotics were used in all 23 infants. One 
infant was treated with antibiotics and sulfanilamide 
given intravenously and 2 with antibiotics and staphy- 
lococctc anatoxin. Vitamins and other drugs were given 
according to need. The children that were operated 
on were subjected to pleurotomy with application of 
a permanent drainage. The operation did not have 
effect on 1 child who was subjected to a direct inter- 
vention on the lung 3 days after the first operation. 
Ten infants died: 2 of the 4 observed in 1954, 5 of the 
8 observed in 1955, and 3 of the 15 observed in 1956. 


OPHTHALMOLOGY 


Ocular Metastases in Hutchison-Pepper Syndrome. 
B. K. Das Gupta and S. Roy. A. M. A. Arch. Ophth. 
57:821-831 (June) 1957 [Chicago]. 


A 12-year-old boy was admitted to hospital with 
pain, proptosis and chemosis of the right eye, and a 
swelling on the left side of the face on May 2, 1956. 
Nothing abnormal was detected in the left eye. Gen- 
eral examination led to the diagnosis of Hutchison- 
Pepper syndrome. The patient gradually became 
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worse. Five days after his admission signs of portal 
hypertension appeared. There was extensor plantar 
response to the Babinsky test, showing also involve- 
ment of the spinal column. The liver mass, jaw swell- 
ing, and lump in the renal region, together with the 
proptosis of the right eye, were gradually increasing. 
The proptosis caused ulceration of the cornea, which 
sloughed out completely with extrusion of the lens. 
The eve was enucleated. A sudden change occurred 
on June 26, 1956. The swellings on the jaw, liver, and 
kidney regions regressed totally, except for a small 
nodule in the cheek. Proptosis was becoming reduced. 
There was nothing more unusual about the patient to 
be noticed. However, the nodule on the cheek, which 
had almost totally disappeared, began to increase 
again. Two other small nodules were noticed over the 
jaw on the left side on Sept. 22, 1956. Biopsy speci- 
mens showed the same malignant characteristics as 
were previously found. At the end of October the 
patient's condition deteriorated gradually. Edema ex- 
tended to the whole of the face and the scalp. Subse- 
quently, basal congestion developed on both sides, 
and the boy died on Jan. 12, 1957. Neuroblastoma of 
the adrenal gland with involvement of the liver and 
orbit and other metastatic deposits is uncommon but 
not a rarity. No mention of involvement of structures 
of the eye in neuroblastoma of the adrenal gland 
could be found in literature. In the patient presented, 
metastatic deposits were found in the iris, ciliary 
body, ciliary processes, choroid, sclera, and optic 
nerve of the proptosed eve. The cornea could not be 
examined. 


The Eye Bank and Corneal Grafting Program. H. L. 
Ormsby and P. K. Basu. Canad. M. A. J. 76:919-921 
(June 1) 1957 [Toronto]. 


Thirty-five keratoplasties have been performed by 
a research team including an ophthalmologist and a 
surgeon at the Toronto General Hospital. The opera- 
tions have been surgically successful, and some im- 
provement in vision has resulted in most patients. 
Graft opacification caused by a typical antigen-anti- 
body reaction occurred in 1 patient with conical 
corneas 6 weeks postoperatively, and delayed graft 
opacification occurred in 2 other patients with in- 
terstitial keratitis. Eight eyes with conical corneas 
had successful full-thickness grafts, resulting in vision 
ranging from 20/20 to 20/40. In 10 patients with 
severe recurrent metaherpetic keratitis, 10-mm. lamel- 
lar grafts were applied, resulting in visual improve- 
ment in all patients and complete remission of symp- 
toms, and there have been no recurrences of the 
herpetic infection. A longer follow-up will be neces- 
sary in the over-all group of 35 patients to establish 
the virtue of grafting in various diseases, but at this 
time it is felt that the scope of keratoplasty may be 
enlarged to include corneal scars caused by chem- 
ical burns, a major cause of corneal blindness in 
Canada. 
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THERAPEUTICS 


Treatment of Pulmonary Tuberculosis by Viomycin 
Combined with Oxytetracycline. A. Pines. Tubercle 
38:189-193 (June) 1957 [London]. 


Viomycin has been used in those patients with 
chronic pulmonary tuberculosis in whom tubercle 
bacilli resisted streptomycin, aminosalicylic acid 
(PAS), and isoniazid due to previous imbalanced treat- 
ment. Use of this antibiotic alone results in resistance 
within 3 or 4 months. The tetracycline group of drugs 
has some antituberculous action and has been used to 
avert resistance to streptomycin and isoniazid. The 
combination of oxytetracycline and viomycin has been 
reported to have had little or no effect other than to 
prevent deterioration (Tucker, 1954; Holland and 
others, 1956). In this series, viomycin and oxytetra- 
cevcline were given daily. Those patients (15%) unable 
to tolerate oxytetracycline were given tetracycline in- 
stead. Following treatment, total cavitation was re- 
duced from 104 to 58 cm.. well-being was improved, 
bacillary content was reduced considerably, and the 
erythrocyte sedimentation rate did not approach pre- 
treatment levels. Of the 20 patients so treated, 1 died 
6 months after treatment was begun from uremia due 
to renal vein thrombosis secondary to amyloidosis. In 
4 of the patients there was no radiological change, 
previous operation having failed in 2 of the 4 patients. 
In 5 of the patients there was little or no radiological 
improvement, subsequent operations being performed 
under this drug cover. In 5 there was moderate to 
considerable radiological improvement, and insurance 
operations considered necessary were successful in all. 
In the remaining 4 patients, in whom previous opera- 
tion had been unsuccessful, treatment succeeded in 
arresting the disease, allowing the patients to return 
to a comparatively normal life, with drug treatment 
continued. No major complication occurred during 
the 10 operations performed during the treatment 
period. There was no change in sensitivity of the 
culture to viomycin and very little change in sensitiv- 
ity to oxytetracycline in those patients whose cultures 
were still positive after treatment. 


First Therapeutic Experiences with Prednisolone 
Hemisuccinate Given Intravenously to Patients with 
Bronchial Asthma. F. Sicuteri and M. Ficini. Sett. 
med. 44:604-606 (Dec. 15) 1956 (In Italian) [Florence, 
Italy]. 


Prednisoione hemisuccinate in a lyophilized form, 
dissolved just before use in 2 to 5 cc. of isotonic 
sodium chloride solution was given by one or more 
intravenous injections a day to 10 patients with bron- 
chial asthma. A dose of 25 mg. of prednisolone was 
given at each injection. Bronchostenosis was the first 
symptom to be influenced. Remission of the symptoms 
was complete in § patients, and in the other 2 the 
symptoms were markedly improved. The drug had a 
very rapid effect. The objective and subjective symp- 
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toms of 1 patient improved 20 minutes after the in- 
jection. Total remission followed after 1 hour. The 
best effect was obtained within the first 12 to 24 hours 
after the beginning of the treatment. This effect, when 
it was partial, did not improve even after an additional 
24 to 48 hours of treatment. Four patients in whom 
the treatment had a very good effect in a very short 
time had been treated previously with prednisone 
given by mouth. The effect of the treatment was 
stabilized with administration of 29 to 39 mg. of the 
drug given by mouth in 4 patients. The symptoms 
reappeared in a mild form in all the remaining pa- 
tients after the treatment was suspended. Total re- 
mission of the symptoms followed whenever the treat- 
ment was repeated. The administration of placebo 
did not cause objective or subjective changes in the 
syndrome. The treatment was well tolerated by all 
patients. Irritation of the vein into which the drug 
was injected was not observed. One patient had a 
mild palpitation, another a mild psychic excitement. 
Marked changes of blood pressure or of the body 
weight were not observed. The count of eosinophil 
cells remained constantly low 2 or 3 hours after the 
beginning of the treatment. Increased diuresis was 
observed in 5 patients. 


Report on Experience with Treatment of Tuberculosis 
with Cyanoacetic Acid Hydrazide (Reazide). A. Hecht. 
Tuberkulosearzt 11:286-292 (May) 1957 (In German) 
[Stuttgart, Germany]. 


Three hundred patients, 260 male and 40 female, 
between the ages of 15 and 60 years with pulmonary 
tuberculosis were treated with cyanoacetic acid hydra- 
zide (Reazide) for from 1 to 12 months. The daily 
dose varied from 300 to 700 mg. (5 to 8 mg. per kilo- 
gram of body weight). Daily doses up to 600 mg. were 
tolerated well without undesirable side-effects. Ver- 
tigo and headache necessitated reduction of the daily 
dose to less then 700 mg. Treatment had to be discon- 
tinued during the first month in 46 patients (15.3%). 
Forty patients were treated for more than 5 months 
up to 1 year. Of the 300 patients, 134 had productive- 
exudative or infiltrating pulmonary tuberculosis, 104 
had productive-cirrhotic pulmonary tuberculosis, and 
62 were treated with the drug postoperatively after 
pulmonary resection or were given combined collapse 
therapy and cyanoacetic acid hydrazide therapy. 

Increase in weight resulted from treatment with 
cyanoacetic acid hydrazide in 226 patients (75.3%). 
The erythrocyte sedimentation rate was either de- 
creased or maintained at the normal pretreatment 
level in 192 patients (64%). An increase in lymphocytes 
which can be interpreted as a favorable symptom 
with regard to stabilization of the pulmonary process 
was observed in 122 patients (40%). Seventy-six pa- 
tients (25.3%) reverted to negativity in the course of 
cyanoacetic acid hydrazide therapy. Chest roentgeno- 
grams revealed satisfactory results in 112 (47%) of the 
238 patients with active pulmonary tuberculosis. The 
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chest roentgenograms were unchanged in 70 patients 
(29.4%) and became worse in 40 (16.8%), and treat- 
ment had to be discontinued because of intolerance 
in 16 patients (6.7%) of this group. In the 62 patients 
with pulmonary resection, the condition of the re- 
maining lung appeared to be stabilized despite the 
presence of residual tuberculous foci in 40 patients 
(64.5%); 12 patients (19.3%) had contralateral foci 
which remained unchanged postoperatively; 6 pa- 
tients (9.6%) were therapeutic failures, and in 4 
patients (6.4%) treatment had to be discontinued be- 
cause of intolerance. Clinical and roentgenologic im- 
provement thus were obtained by 50% of the patients. 
The mechanism of action of cyanoacetic acid hydra- 
zide is related to that of isoniazid. The inhibitory 
effect exerted by the cyanoacetic acid hydrazide on 
the tubercle bacillus in vitro is somewhat less marked 
than that of the common chemotherapeutic agents. 
Streptomycin, isoniazid, and aminosalicylic acid are 
superior to cyanoacetic acid hydrazide, but the latter 
may be considered as an additional useful agent, par- 
ticularly in patients with poor tolerance of isoniazid 
or in whom this drug is ineffective. 


Clinical Experience and Experimental Studies with 
Tolbutamide. J. W. Craig and M. Miller. Diabetes 
6:280-287 (May-June) 1957 [New York]. 


Tolbutamide is a sulfonylurea compound. Its effect 
on the blood sugar level was studied in patients with 
diabetes mellitus of varying types and etiologies. A 
blood sugar level-lowering effect of the drug was 
demonstrated in a partially pancreatectomized pa- 
tient, but hyperglycemia and glycosuria were not re- 
duced by tolbutamide in a totally pancreatectomized 
patient who received a constant dose of insulin dur- 
ing the period of study. The drug was effective in 
decreasing the blood glucose concentration in a pa- 
tient with Cushing’s syndrome, including diabetes 
mellitus, and in another patient with steroid diabetes 
secondary to prednisolone administration. The drug 
appears to diminish the endogenous formation of glu- 
cose without altering the rate of utilization of admin- 
istered glucose. An inhibitory effect upon an antag- 
onist or destroyer of insulin seems unlikely. The action 
of the drug is not altered significantly by adrenal 
cortical steroids. 


The Mechanism of Action of the Sulfonylureas in 
Diabetes Mellitus. R. Levine and G. W. Sobel. Dia- 
betes 6:263-269 (May-June) 1957 [New York]. 


The authors evaluated various hypotheses concert- 
ing the mechanism whereby certain sulfonylurea com- 
pounds lower the blood sugar level. The evidence 
collected since 1942 (when French observers noted 
profound hypoglycemic states in patients with typhoid 
who were being treated with a new sulfonamide 
preparation) favors the view that these drugs stimulate 
the beta cells of the islands of Langerhans to secrete 
stored insulin and perhaps also to produce more of 
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the hormone. Furthermore, the sulfonylureas may un- 
der certain conditions influence the activity of the 
liver cells either by inhibiting the output of sugar or 
by reducing the activity of the insulinase system. The 
authors list the following observations as evidence of 
the pancreatic site of action: the ineffectiveness of 
sulfonylureas in pancreatectomized animals and hu- 
man subjects; their ineffectiveness in eviscerated ani- 
mals; cross-circulation data indicating the presence 
of an insulin-like substance; the hypoglycemic re- 
sponse in hepatectomized animals; the correlation of 
effe ‘iveness in human subjects with the insulin con- 
teut of the pancreas; the hypoglycemic response from 
small doses injected into the pancreatic artery; the 
histological changes in the beta cells suggesting a 
stimulating effect; the ineffectiveness in completely 
alloxanized animals with a definite hypoglycemic re- 
sponse in partially alloxanized animals; the ineffective- 
ness in juvenile diabetics and in some adults with 
unstable diabetes; and finally the demonstration of 
some of the phenomena known to follow the injec- 
tion of insulin. 

An additional hepatic effect of the sulfonylureas is 
suggested by the following observations: the differ- 
ence in the rate of fructose-to-glucose transformation 
under the influence of the drugs; in vitro studies in- 
dicating decreased glucose-6-phosphatase activity fol- 
lowing treatment with these drugs; failure to demon- 
strate in all instances metabolic phenomena known to 
follow the injection of insulin; and an insulin potenti- 
ating effect in depancreatized animals given large 
doses of the drugs. In view of the fact that the action 
of the sulfonylureas becomes evident generally in the 
presence of functioning beta cells or of exogenous 
insulin, it would seem that an influence on hepatic 
insulinase is more probable than a direct action on 
the enzymes of glucose production. 


Clinical Experience with More than 100 Patients 
Treated with Orinase. S. J. N. Sugar. M. Ann. District 
of Columbia 26:293-296 (June) 1957 [Washington, 
D. C.] 


One hundred thirty-one patients with diabetes 
mellitus were treated with tolbutamide (1-butyl-3-p- 
tolyl sulfonylurea, Orinase). Of these, 4 were aged 
less than 20 years, 12 were between 20 and 39 years, 
61 were between 40 and 59 years, and 54 were be- 
tween 60 and 80 years. The patients were hospitalized 
and insulin therapy was abruptly stopped; 2.5 Gm. of 
tolbutamide was given the first day, 1.5 Gm. the fol- 
lowing day, and a maintenance dose of 1 Gm. daily 
thereafter. Blood sugar levels before and after break- 
fast were measured each day, and quantitative estima- 
tion of glucose in 24-hour urine specimens was 
performed. At the first sign of ketonuria, insulin was 
given. Control was considered good if the average 
morning blood sugar level was below 200 mg. per 
cubic centimeter and the 24-hour urine glucose level 
was less than 15 Gm. If control appeared inadequate, 
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the dose was increased by 0.5-Gm. increments up to 
4 Gm. per day. When patients seemed to be doing 
well they were given a supply of tolbutamide, were 
advised to test urines at home, and discharged, to be 
followed in the outpatient clinic. 

Ninety-eight (75%) of the 131i patients were satis- 
factorily managed. More success was observed in those 
who had not received insulin previously but whose 
conditions were inadequately controlled with diet 
alone. Best results were noted in patients over 40 years 
of age whose known duration of diabetes was less 
than 10 years and who were taking less than 40 units 
of insulin. The exact method of action of tolbutamide 
is not completely known. Experimental evidence indi- 
cates probable stimulation of the beta cells of the 
pancreas. No serious side-effects were observed. Most 
prominent was a tendency to gain weight. Tolbuta- 
mide is not a substitute for insulin. When ketosis ap- 
pears, insulin must be used. 


Oral Preparation of Antidiabetic Agents: Report of a 
Fatal Case. J. B. Field and D. D. Federman. M. Ann. 
District of Columbia 26:297-300 (June) 1957 [Wash- 
ington, D. C.] 


The authors report a case of fatal hypersensitivity 
to carbutamide in a 48-year-old woman with diabetes 
mellitus of 3 vears duration. Fasting blood sugar 
levels ranged from 202 to 230 mg. per 100 ce. of blood. 
Liver function tests were normal except for 14% 
bromsulfalein retention in 45 minutes. During a con- 
trol period, the 24-hour glycosuria averaged 13.6 Gm., 
the fasting blood sugar level was 211 mg., and the 
postprandial blood sugar level was 232 mg. per 100 
cc. Carbutamide was given for 7 days in doses of 2.5 
Gm. and then increased to 4 Gm. per day. Glycosuria 
decreased to 3 Gm. per day, the fasting blood sugar 
level to 139 mg. per 100 cc., and the postprandial 
blood sugar level to 165 mg. per 100 cc. The blood 
level of carbutamide was maintained at about 15 mg. 
per cubic centimeter of blood. The patient was dis- 
charged on a regimen of 4 Gm. of carbutamide per 
day. Urine tests for sugar at home remained negative. 
Eight days after discharge she noted fever, chills, 
anorexia, and back pain. Because of a urine sediment 
loaded with white blood cells, she was thought to 
have a urinary tract infection and was given an injec- 
tion of penicillin and streptomycin. In the course of 
the next 3 days her symptoms disappeared. When she 
was seen again her blood sugar level was 126 mg. per 
100 ce. and the carbutamide level was 13.6 mg. How- 
ever, the white blood cells numbered 2,500, with 21% 
eosinophils. Unsuccessful attempts were made to have 
her stop the carbutamide therapy. The next day she 
suddenly collapsed and died. 

Autopsy showed interstitial myocarditis with infil- 
tration of eosinophilic polymorphonuclear leukocytes. 
The liver showed chronic inflammatory cells in the 
portal areas and some miliary granulomas with giant 
cells. There was no caseation. The portal lymph 


J.A.M.A., Sept. 28, 1957 


nodes showed similar lesions. The kidneys showed 
eosinophilic polymorphonuclear infiltrates. The final 
diagnosis was sudden death probably due to hyper- 
sensitivity to carbutamide. The features of fever, 
leukopenia, and eosinophilia are compatible with this 
diagnosis. So far no deaths have been reported from 
tolbutamide, but this drug has not been used for as 
long nor as widely as carbutamide. At present the 
exact place of these drugs in the armamentarium of 
the physician treating diabetes is not known. Because 
of their potential toxicity and limited usefulness to 
patients who might well get along with dietary control 
alone, it is apparent that the long-sought oral antidia- 
betic agent is yet to be found. 


Deaths Associated with Steroid Hormone Therapy: 
An Analysis of 18 Cases. K. D. Allanby. Lancet 
1:1104-1110 (June 1) 1957 [London]. 


Since cortisone and corticotropin are employed in 
diseases likely to be fatal, deaths may have been un- 
justly attributed to these steroid hormones. Details 
were collected on all deaths during treatment with 
cortisone or corticotropin at Guy's Hospital in an 
attempt to decide whether the treatment was respon- 
sible, how death occurred, and whether it might have 
been prevented. The histories of 18 patients who died 
during treatment are reviewed. No death during sub- 
stitution therapy for Addison’s disease or hypopitui- 
tarism or following adrenalectomy or hypophysectomy 
for carcinomatosis was included. The author believes 
that steroid therapy could be fairly blamed for 9 of 
the 18 deaths and was probably responsible for 2 
more. In 2 patients therapy has not been held respon- 
sible, and it seems unlikely to have played a part in 
a further 2. In the remaining 3, death was quite pos- 
sibly hastened or contributed to by cortisone or corti- 
cotropin. Infection caused most deaths in this series, 
at least 6 and possibly 7 of the 18. One of the most 
disquieting features of many of the recorded deaths 
during steroid therapy is the suppression or masking 
of the symptoms and signs of infection. Patients may 
appear well despite active infection and may collapse 
suddenly. 

There is a serious risk of adrenal failure in patients 
who encounter added stress during steroid therapy. 
Surgeons are often reluctant to continue hormone 
therapy when operation becomes necessary, usually 
on the grounds of delayed wound-healing; but this 
risk has probably been overestimated, and, moreover, 
it seems unlikely to be much reduced by stopping 
cortisone administration only a day or two before the 
operation. Equally, physicians may feel bound to stop 
steroid treatment should infection occur. Sudden 
withdrawal of cortisone, however, leaves the patient 
without endogenous corticotropin, and, though adre- 
nal failure is not inevitable, the logical course is to 
continue cortisone or corticotropin therapy, often in 
much bigger doses, until the risk is past. In 3 of the 
patients death followed intestinal perforation. Perfor- 
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ation of the colon complicated ulcerative colitis in one 
patient and divericulitis in another; and in the third 
patient perforation involved the terminal ileum af- 
fected by periarteritis nodosa. Though perforation 
usually occurs through a preexisting lesion in the 
gastrointestinal tract, steroid hormones can produce 
peptic ulceration,in previously normal persons; and, 
though the exclusion of patients with an ulcer history 
from steroid therapy will diminish the chances of 
perforation, the risk remains. Steroid therapy inevita- 
bly carries some risk, and regular and careful observa- 
tion of all patients is imperative. 


PATHOLOGY 


Clinical and Anat pathological Aspects of Pri- 
mary Arterial Pulmonary Hypertension: Report on 2 
Recent Observations. B. Caini and P. Panuccio. Sett. 
med. 44:516-530 (Nov. 15) 1956 (In Italian) [Florence, 
Italy]. 


The authors report on 2 patients with primary pul- 
monary hypertension. The first patient, a 55-year-old 
woman, had a bronchopneumonia at the age of 25 
and again at the age of 42. The patient had dyspnea on 
exertion, fainting spells, and acute and repeated pre- 
cordial pain for 37 years previous to the examination. 
The second patient, a 37-year-old woman, presented 
dyspnea on exertion and continuous and sharp pre- 
cordial pain for 7 years previous to examination. The 
patient was cyanotic for a short period prior to the 
examination. A marked diastolic murmur in the third 
intercostal space, accentuation of the second pulmonic 
sound, and diastolic thrill were heard on auscultation 
in both patients. Roentgenologic examination showed 
a marked prominence of the pulmonary arch in the 
left profile, an enlarged ventricular shadow, a normal 
left atrium, and a marked shadow of the large 
branches of the pulmonary artery near the hilus. A 
marked ectasia of the large arterial trunks was ob- 
served after introduction of a contrast medium; the 
small branches became slightly opaque. Catheteriza- 
tion of the heart showed hypertension in the whole 
vascular pulmonary tree. The 55-year-old patient died 
and was subjected to autopsy. Lesions of the arterial 
pulmonary circulation were noted. 


Activity of Alkaline Serum Phosphatase in Patients 
with Tumor Metastases. M. L. Meischke-de Jongh, 
H. B. A. Hellendoorn and J. Gerbrandy. Neder. 
tijdschr. geneesk. 101:859-862 (May 11) 1957 (In 
Dutch) [Haarlem, Netherlands]. 


Alkaline serum phosphatase activity is often in- 
creased in patients with skeletal or hepatic disorders. 
Tumor metastases in the bones and in the liver are 
also frequently accompanied by an increase in the 
alkaline phosphatase content of the serum. In order 
to obtain more information about the diagnostic value 
of the alkaline phosphatase content of the serum, the 
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authors made studies on 437 patients with carcinoma 
and on 93 patients without malignant tumors. The 
alkaline serum phosphatase level in the 93 patients 
ranged from 1 to 7 Bodansky units. Of the 437 pa- 
tients with carcinoma, 354 had no signs of hemato- 
genic metastases, but about 50% of them had lym- 
phogenic metastases. It was found that 34 of the 354 
patients (9.6%) without hematogenic metastases had 


alkaline serum phosphatase activity in excess of 7 


Bodansky units. Metastases to the lymph nodes did 
not seem to influence the level of alkaline phosphatase 
in the serum. Of the 83 carcinoma patients who had 
evidence of hematogenic metastases chiefly in the 
bones and in the liver 51 (61%) had an alkaline phos- 
phatase activity exceeding 7 Bodansky units, and in 
36 of these it was over 8 Bodansky units. The alkaline 
serum phosphatase level was higher on the average 
in those with osteoplastic than in those with osteolytic 
metastases, but the difference was not statistically 
significant. The authors conclude that the determina- 
tion of the alkaline serum phosphatase activity is 
valuable in detecting metastases in the bones and in 
the liver. 


Serum Enzymes in Muscular Dystrophy and Certain 
Other Muscular and Neuromuscular Diseases. C. M. 
Pearson. New England J. Med. 256:1069-1075 (June 6) 
1957 [Boston]. 


The enzyme glutamic oxalacetic transaminase, here- 
after referred to as transaminase, is widely distributed 
in animal tissues and is found in greatest concentration 
in skeletal and cardiac muscle. Normally, this enzyme 
is exclusively intracellular, as only a small amount is 
present in the circulation, although destruction of 
tissue will cause added amounts of enzyme to be lib- 
erated and appear in the serum. An increase in serum 
enzyme activity is indicative of cellular destruction 
and is the basis for a reliable laboratory determination 
of myocardial infarct or necrosis of the liver. In a 
series of 8 patients with progressive muscular dys- 
trophy the serum transaminase level was elevated in 
47%. Division of the patients into 2 groups by age 
showed that 90% of those 18 years or younger had 
elevated transaminase levels, whereas the reverse 
(normal to subnormal serum levels) was true of those 
over 18. No significant correlation exists with regard 
to transaminase level and the duration of the patho- 
logical process. Likewise, no direct correlation is ap- 
parent between transaminase levels and the severity 
of the disease, in that studies have shown that normal 
transaminase levels persist at both ends of the spec- 
trum. A relationship between transaminase level and 
the estimated rate of dystrophic process is depicted, 
as is a finer correlation between elevated enzyme 
levels and the presence of pseudohypertrophy. Pa- 
tients with secondary or neural muscular atrophy, in- 
cluding amytrophic lateral sclerosis, chronic poly- 
neuritis, peroneal muscular atrophy, and extensive 
poliomyelitis, all showed normal transaminase levels. 
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There is an increase in the serum aldolase level in a 
very high percentage of children with multiple dys- 
trophy. The persistence of high serum enzyme levels 
in children with muscular dystrophy suggests that a 
continuously high degree of striated muscle damage is 
constantly occurring over a longer period than pre- 
viously suspected. The differentiation of primary and 
secondary (neural) muscular diseases has been 
achieved, as an increased level of transaminase, heart 
and liver disease excluded, is indicative of a primary 
myopathy. A normal level would eliminate the pos- 
sibility of primary myopathy with any significant rate 
of progress but would not rule out the presence of 
dystrophy. An elevated transaminase level is an early 
guide to the efficacy of trial therapeutic measures as 
well as a valuable diagnostic tool. 


Sex Chromatin in Choriocarcinoma (Chorioepitheli- 
oma) and in Carcinoma of the Skin. W. W. Oosterhuis 
and I. S. Levij. Neder]. tijdschr. geneesk. 101:901-903 
(May 18) 1957 (In Dutch) [Haarlem, Netherlands]. 


The following question prompted this investiga- 
tion: is the sex chromatin detectable in choriocar- 
cinoma, and, if so, is there a relationship between the 
sex chromatin in the neoplasm and the sex of the fetus 
of the pregnancy preceding the development of the 
choriocarcinoma? The authors first searched for the 
sex chromatin in 100 skin carcinomas, 50 from men 
and 50 from women. In 97 of the patients the sex 
chromatin of the skin tumor was identical with that 
of the host. In 3 cases, so little sex chromatin could 
be found in the tumor cells that it was assumed the 
patients were male when in reality they were women. 
Studies were then made on 5 of 9 choriocarcinomas, 
the specimens of the other 4 being inadequately pre- 
served for study. The histories of the 5 women indi- 
cated that in 2 of them the choriocarcinoma developed 
after the birth of male fetuses; in these women the 
sex chromatin of the tumors was male. Studies were 
made also on choriocarcinomas discovered in 7 men 
at autopsy. The cell nuclei of 3 of the tumors showed 
the female sex chromatin and the others the male sex 
chromatin. The authors point out that this corresponds 
to results of studies on teratoma of the testis, about 
50% of which show a female nuclear structure. 


A Case of Stevens-Johnson Syndrome Which Occurred 
After a Smallpox Immunization. Y. Boquien, D. Her- 
vouet, G. Dauphin, R. Lhermitte and C. Robin. Presse 
méd. 65:956-958 (May 22) 1957 (In French) [Paris]. 


A patient presenting a Stevens-Johnson syndrome 
was referred to the authors 48 hours after a smallpox 
immunization. The tentative diagnosis of the referring 
physician was either smallpox or a general reaction to 
vaccinia. Treatment with erythromycin and cortisone, 
combined with a massive rehydration, proved effec- 
tive. No secondary infection of the skin occurred. 
There were no ocular complications. Convalescence 
was rapid, and there was no recurrence. Stevens- 
Johnson syndrome nosologically is often classified 


J.A.M.A., Sept. 28, 1957 


wrong. Its first description as ectodermis erosiva 
pluriorificialis was made by Fiessinger and Rendu. 
They pointed out the connection of Stevens-Johnson 
syndrome with erythema multiforme, the peculiar con- 
fluent character of this eruption, the grave deteriora- 
tion of the general condition, and the importance of 
dehydration. Its symptoms are sometimes confused 
with Reiter’s disease or Behcet's disease. Stevens-John- 
son syndrome is not well known. In this case there is 
a correlation between the smallpox immunization and 
the initial signs of the disease. The hypothesis of 
allergy is not convincing. Biotropism seems to be the 
most acceptable explanation. The authors have the 
impression that Aureomycin has brought the best re- 
sults thus far, despite the fact that they employed 
erythromycin and cortisone. The combination of cor- 
ticosuprarenal hormones with polyvalent antibiotics 
and the restoration of the hydric and _ electrolytic 
equilibrium will probably improve the prognosis in 
even the severe cases. 


Susceptibility of Enterococci and of Hemolytic Strep- 
tococci of Groups A, B, C, and G to Five New Anti- 
biotics in Vitro. W. F. Jones and M. Finland. Am. J. 
Clin. Path. 27:528-533 (May) 1957 [Baltimore]. 


As part of a general study of the changing patterns 
of resistance of common bacterial pathogens to vari- 
ous antibiotics and during the study of 5 new anti- 
biotics, it became of interest to determine the in vitro 
susceptibility of various pathogenic streptococci to 
these new agents. The results of tests for the in vitro 
susceptibility of recently isolated strains of specifically 
grouped streptococci to the 5 new antibiotics and 
erythromycin are presented graphically. Weight for 
weight, erythromycin was the most active and cyclo- 
serine the least active; novobiocin was appreciably 
less active than the other 3 antibiotics studied, namely, 
oleandomycin, spiramycin, and streptogramin, each of 
which exhibited some cross resistance with erythromy- 
cin. Of the 3 erythromycin-like agents, spiramycin was 
the most active against enterococci and streptogramin 
against the strains of other groups; oleandomycin had 
an intermediate activity against all of the groups 
tested. Strains of groups A, B, C, and G ranked in that 
order in their susceptibility to streptogramin and 
cycloserine; otherwise, there did not seem to be any 
relation between (1) the specific groups of hemolytic 
streptococci or the species of enterococci (group D 
streptococci) and (2) the susceptibility to each of the 
antibiotics included in this study. 


The Thymol Turbidity Test in Screening of Blood 
Donors. E. R. Jennings, W. M. Hindman, B. Zak and 
others. Am. J. Clin. Path. 27:489-502 (May) 1957 [Balti- 
more]. 


Blood transfusions involve the hazard of the de- 
velopment of serum hepatitis, despite efforts to screen 
blood donors by medical history and hepatic function 
tests. Owing to the widespread confusion in regard 
to the usefulness of a hepatic function test for the 
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screening of blood donors, the present study was be- 
gun with the hope that the observations would pro- 
vide a means of determining whether the risk of 
serum hepatitis is increased when blood is transfused 
from donors who have significantly elevated thymol 
turbidity values. For the purpose of this study, an 
elevated thymol turbidity level was defined as that 
in excess of 8 Shank-Hoagland units. Blood from 
donors whose values for thymol turbidity exceeded 
this level was referred to as having come from “high 
thymol” donors. The test that was used is a modifica- 
tion of that described by De la Huerga and Popper. 
Thymol turbidity tests were performed on blood from 
14,755 donors. Serum from 567 of these persons had 
values for thymol turbidity that were greater than 8 
Shank-Hoagland units (3.8%). Follow-up examinations 
of 193 recipients of whole blood from donors with a 
thymol turbidity level greater than 8 units revealed 
10 patients with serum hepatitis and 5 with possible 
serum hepatitis. In a control group of 603 recipients 
of blood from donors whose values for thymol tur- 
bidity of serum were normal or not known, follow-up 
examinations revealed no instances of serum hepatitis 
and 2 instances of possible hepatitis. The authors be- 
lieve that the hazard of serum hepatitis is greatly in- 
creased when blood is transfused from donors whose 
serums have significantly abnormal values for thymol 
turbidity. 


Histamine Inactivation Power of Blood Serum in Rheu- 
matic Fever. J. L. Parrot, P. Mozziconacci, C. Dane- 
latos and C. Laborde. Semaine hép. Paris 34:2157- 
2159 (June 6) 1957 (In French) [Paris]. 


An attack of rheumatic fever is accompanied by a 
considerable reduction in histamine inactivation power 
of blood serum. This seems to be related to the pa- 
tient’s reactional capacity rather than to the strep- 
tococcic infection, Low histamine inactivating power 
seems to persist in patients with cardiac involvement. 
The histamine inactivation power is normal in cases 
uncomplicated by cardiac involvement, as in patients 
with mitral lesion but without previous rheumatic 
fever. The absence of histamine inactivating power of 
blood serum was found in Bouillaud’s disease, asthma, 
urticaria, Quincke’s edema, eczema, migraine, and 
acute gastric and duodenal ulcer. The study of the 
variation of the histamine inactivation effect can, with 
certain limitations, be added to other biological tests 
that help indicate the diagnosis and possibly the 
prognosis of Bouillaud’s disease. The authors observed 
the histamine inactivating power of blood serum of 
60 patients (52 children, 8 adults) with rheumatic 
fever. Twenty-five patients with the first rheumatic 
attack had a very low rate of histamine inactivating 
power, up to 5%; 10 patients with progressive rheu- 
matic fever had a low rate, between 5 and 10%; 18 
patients with static rheumatic fever had a rate below 
normal, between 5 and 20%; 7 patients with static 
rheumatic fever and no cardiac lesions had a normal 
or slightly lower than normal rate, between 20 and 
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30%. The authors are unable to say whether the varia- 
tion of the histamine inactivating power proves that 
an attack of rheumatic fever is an allergic reaction 
predisposing to rheumatic fever; that is, whether the 
variation in the histamine inactivating power is the 
effect or the cause of the disease. In the absence of 
allergic antecedents, such as asthma, eczema, or urti- 
caria, the study of the rate of histamine inactivating 
power variation can help in the diagnosis of the artic- 
ular or cardiac rheumatic attack. This study adds 
arguments to the theory that rheumatic fever is an 
allergic reaction to the streptococcic infection. 


RADIOLOGY 


Congenital Malformation of the Renal Artery, a Cause 
of Hypertension. F. Isaac, T. H. Brem, E. Temkin and 
H. J. Movius. Radiology 68:679-687 (May) 1957 [Syra- 
cuse, N. Y.]. 


Although the validity of Goldblatt’s experiment 
showing that interference with the renal arterial blood 
flow through one or both kidneys can result in sus- 
tained hypertension has been opposed by some in- 
vestigators, there is general agreement that there are 
at least certain forms of renal disease which definitely 
represent the human counterpart of the experimental 
renal hypertension of Goldblatt. The authors ob- 
served 3 patients in whom hypertensive disease was 
associated with congenital malformation of one or 
both renal arteries. In the 2 in whom the malforma- 
tion was unilateral, significant improvement is be- 
lieved to have been achieved by nephrectomy. The 
incidence of such cases is probably higher than might 
be inferred from the literature. The malformation 
may take the form of a cirsoid angioma, giving rise 
to a characteristic deformity of the ureter by which 
its presence can be suspected on the excretory uro- 
gram. This, in turn, furnishes an indication for ab- 
dominal aortography, by which the diagnosis can be 
definitely established. If the disease is unilateral, the 
condition may be amenable to surgical cure by ne- 
phrectomy. It is assumed that the degree of improve- 
ment following nephrectomy is inversely proportional 
to the length of time that hypertension had existed. 
It is emphasized, therefore, that consideration be 
given to this possibility at the first discovery of “es- 
sential” hypertension, particularly in the young adult. 


Gastrointestinal Roentgen Findings Due to Untoward 
Effects of Hexamethonium. I. K. Ettman, C. D. Bou- 
chillon and H. H. Halford. Radiology 68:673-678 
(May) 1957 [Syracuse, N. Y.]. 


Hexamethonium as a ganglionic blocking agent in- 
hibits the transmission of nerve impulses through both 
sympathetic and parasympathetic ganglions of the 
autonomic nervous system. It causes generalized 
vascular relaxation, dilatation, and hypotension. In 
the gastrointestinal tract it produces gastric hypo- 
tonicity and hyposecretion of both the acid and 
mucous elements and has therefore been used in the 
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treatment of peptic ulcer. The authors observed in the 
radiology department several interesting problems and 
potential hazards involved in the use of hexametho- 
nium. They present the histories of 3 patients to show 
the valwe of roentgenography in the early detection 
of untoward effects of hexamethonium on the gastro- 
intestinal tract. Gastric retention and adynamic ileus 
are the more serious complications resulting from 
treatment with hexamethonium. Suppression of secre- 
tion and motility in the stomach may cause retention 
of food particles, simulating gastric neoplasm. It is 
possible that toxic amounts of the drug may ac- 
cumulate in the stomach and either be released into 
the duodenum in an unpredictable fashion or vomited, 
thus doing the patient no good and making evaluation 
of the dosage schedule difficult. Adynamic ileus is 
almost certain to ensue if supportive measures are not 
instituted early and adjusted according to the needs 
of the individval. The more severe cases may simulate 
organic obstruction. A simple scout film of the abdo- 
men demonstrates the changes produced by the drug, 
frequently before clinical manifestations develop. 
With constant attention to and control of untoward 
reactions in the gastrointestinal tract and other body 
systems, the continued application of this useful ad- 
junctive drug in the treatment of hypertension is 
justified. 


ANESTHESIA 


Re-evaluation of Paravertebral Lumbar Sympathetic 
Block in Treatment of Peripheral Vascular Disease. 
D. L. Crandell and W. G. Page. Anesthesiology 
18:454-460 (May-June) 1957 [Philadelphia]. 


Skin temperature studies were utilized to compare 
the effectiveness of sympathetic block and sympa- 
thectomy with 2 relatively new adrenolytic and sym- 
patholytic agents in producing vasodilatation in 208 
patients with peripheral vascular disease of the lower 
extremity, 20 of whom had Raynaud's disease, 6 
phlegmasia cerulea dolens, 61 acute thrombophlebitis, 
18 thromboangiitis obliterans, 89 arteriosclerosis ob- 
literans, 4 sudden arterial occlusion, and 10 postphle- 
bitic syndrome. The adrenolytic agent, azapetine 
(lidar) phosphate (1 mg. per kilogram in 250 cc. of 
sodium chloride solution) and the sympatholytic agent 
trimethaphan camphorsulfonate (Arfonad) (2 mg. per 
kilogram in 250 cc. of sodium chloride solution) were 
administered intravenously until the maximal response 
was obtained or adverse side-reactions occurred. 
Paravertebral lumbar sympathetic block was_ per- 
formed with the single-needle technique, with inser- 
tion at the level of the second lumbar vertebra and 
injection of 30 cc. of 0.15% tetracaine hydrochloride. 
Evidence of complete sympathetic blockade and 
sympathectomy was determined by the disappearance 
of the sympathogalvanic reflex. 

The intense vasospasm observed in Raynaud's 
disease showed a much greater response from sym- 
pathetic block than from the vasodilating drugs. In 
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patients with thromboangiitis obliterans, with its 
varying degrees of vasospasm and organic obstruc- 
tion, the results were better with sympathetic block. 
The results of sympathetic block and of the vasodilat- 
ing drugs were similar in the patients with arteri- 
osclerosis obliterans. Sympathetic inhibition of the 
lower extremity which is produced by sympathetic 
block more accurately determines the degree of vaso- 
constrictor tone and is a valuable aid in the differentia- 
tion between vasospasm and organic obstruction. In 
arteriosclerosis obliterans with normal vasoconstrictor 
tone positive results with sympathetic block where 
comparable with postlumbar sympathectomy studies. 
Negative results with sympathetic block were attrib- 
uted to little or no vascular tone or to the slow pro- 
gressive development of collateral circulation which 
may follow surgical sympathetic inhibition. Evidence 
of vasodilation in extremities effected by severe, 
chronic arterial occlusive disease was much less im- 
pressive. Digits revealing a decrease in temperature 
and increased pain after sympathetic block may be- 
come gangrenous after sympathectomy. Sympathec- 
tomy is contraindicated when this phenomenon occurs. 
Sympathetic block was most effective in diagnosis 
(presence or absence of spasm), prognosis (to deter- 
mine the potential effect of a surgical sympathectomy), 
and in treatment (traumatic or infectious spasm). Thus, 
even with the advent of newer sympatholytic and 
adrenolytic drugs an adequately performed sympa- 
thetic block continues to be a valuable tool in the 
anesthesiologist’s armamentarium in the management 
of peripheral vascular disease of the lower extremity. 


Evaluation of Electrocardiography During Congenital 
Heart Surgery. R. M. Smith and H. P. Wiley. Anes- 
thesiology 18:398-412 (May-June) 1947 [Philadelphia]. 


Electrocardiographic tracings were taken during 
103 operative procedures, 17 of which were performed 
for patent ductus arteriosus, 15 for coarctation of the 
aorta, 21 for atrial septal defects, 37 for tetralogy of 
Fallot, and 13 for pulmonary stenosis. Hypothermia or 
bypass techniques were not used in these operations. 
The anesthetic agents used included cyclopropane, 
cyclopropane-ether, nitrous oxide-ether, and nitrous 
oxide, thiopental, and curare. Preoperative medication 
consisted of pentobarbital sodium, morphine or 
meperidine, and atropine or scopolamine. No patient 
was digitalized in preparation for operation, but many 
of those with atrial septal defects were given quinidine 
to reduce myocardial disturbance. Calcium chloride 
was used as a cardiac stimulant during the course of 
several operations. Electrocardiograms were obtained 
in all patients just before the operation; during the 
start of the operation, opening of the pleural cavity, 
mediastinal dissection, clamping and releasing major 
vessels, entering the pericardium and _ heart, valvu- 
lotomy, periods of rapid blood loss or cardiac depres- 
sion, closure of the pleural cavity, completion of sur- 
gery, and extubation; and after completion of the 
operation. 
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Of the 103 patients studied, only 11 showed normal 
preoperative electrocardiograms. The abnormalities 
shown by the electrocardiograms in the remaining 92 
patients consisted of axis deviation, ventricular hyper- 
trophy, and bundle-branch block. During the surgical 
intervention the electrocardiographic tracings were 
regular throughout in 39 patients, sinus tachycardia 
was observed in 58, ST deviation in 10, auriculoventric- 
ular nodular rhythm in 21, auriculoventricular block 
in 5, ventricular premature contraction in 37, ventricu- 
lar paroxysmal tachycardia in 6, sinus arrest in 3, and 
ventricular fibrillation in 2. Thus a variety of arrhyth- 
mias were observed, and their occurrence varied con- 
siderably with the primary cardiac defect as well as 
with the tvpe and phase of the operation. From a 
practical standpoint, most of the arrhythmias seemed 
of little importance with the exception of such terminal 
tracings as sinus arrest and ventricular fibrillation. In 
patients with these arrhythmias, clinical observation 
usually preceded electrocardiographic changes. Elec- 
trocardiography was of definite value in a few pa- 
tients, especially in differentiating sinus bradycardia 
from auriculoventricular block and auricular tachy- 
cardia from the more serious ventricular tachycardia. 
In many patients the conduction defects and arrhyth- 
mias found were clinically unimportant, nonspecific, 
or so late in appearance that the underlying problem 
was already obvious. Consequently, the value of the 
electrocardiogram seems limited. In the presence of 
preexisting myocardial weakness, however, and during 
operations involving direct stimulation of the heart 
such a valvulotomy and atrial septal closure, sufficient 
information was gained by electrocardiography to 
make its use definitely advisable. 


A Study of the Cardiovascular Changes During Cool- 
ing and Rewarming in Human Subjects Undergoing 
Total Circulatory Occlusion. E. Blair, R. R. Austin, 
S. G. Blount Jr. and H. Swan. J. Thoracic Surg. 
33:707-718 (June) 1957 [St. Louis]. 


The authors report cardiovascular observations 
made in the operating room throughout the course of 
intracardiac surgery in 23 patients between the ages 
of 3 and 35 years, subjected to general hypothermia 
with sigmoid temperatures between 26 C (78.8 F) and 
31 C (87.8 F). Thirteen patients were operated on for 
interatrial septal defects, 3 for Tetralogy of Fallot, 6 
for pulmonary valvular stenosis, and 1 for infundi- 
bular pulmonary stenosis. After premedication with 
meperidine (Demerol) hydrochloride and scopolamine, 
the patient was anesthetized with ether and a no. 18 
Cournand needle was placed into the brachial artery. 
A polyethylene catheter was introduced by way of 
an anticubital vein into the subclavian vein or superior 
vena cava. Pressures were transmitted to a recorder. 
The patient was then placed into a tub of tap water 
and immersed to the neck. Ice was added to the water, 
and the temperature of the bath soon dropped to 5 C 
(41 F) or lower. When the desired level of tempera- 
ture was reached, the patient was lifted out of the 
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tub and onto the operating table. When the actual 
procedure within the heart had been accomplished, 
rewarming by short-wave diathermy was instituted. 
Attempts were made to determine heart rate, blood 
pressure, and venous pressure during the induction 
and initial stage of hypothermia, total circulatory oc- 
clusion, release of occlusion, and rewarming. 

On cooling there was a transient elevation in blood 
pressure, followed by a fall which did not reach its 
maximum until 30 minutes after the sigmoid tempera- 
ture had reached its lowest point. The pulse rate fell 
progressively with cooling, and the temperature and 
the pulse rate reached their lowest levels simultane- 
ously. Blood pressures and pulses were lost to ausculta- 
tion and palpation at varying points during cooling; 
at the times of the “clinical disappearance” both blood 
pressure and pulse rate were quite adequate, as 
demonstrated by direct measurements. The mecha- 
nism of the “clinical disappearance” is believed to lie 
in the physical state of the large arteries, which be- 
come rigid once the blood begins to cool. The magni- 
tude of occasional changes in blood pressure and 
heart rate varied considerably between patients and 
appeared to have no direct relationship to the age of 
the patient and the type of the heart disease. Venous 
pressure rose on cooling and remained elevated. As 
the blood cools, the same constrictive effect seen in 
the arteries occurs in the veins. Under those circum- 
stances the flexibility of the venous reservoirs is lost 
and volume changes are reflected in rising pressure. 
It is not clear why venous pressure remains high dur- 
ing rewarming when cardiac output is actually in- 
creasing. During total circulatory occlusion, the blood 
pressure fell, the heart rate (after neostigmine injec- 
tion) slowed abruptly, and venous pressure at first 
rose and then fell in some patients. After return of 
circulation, an immediate overshoot of blood pressure 
occurred, while venous pressure dropped abruptly. 
During rewarming, all the circulatory signs returned 
to within normal limits at 34 C (93.2 F). Cardiovascular 
reflexes governing the circulation appear to be intact 
and adequate in man undergoing hypothermia in the 
range of 26 to 31 C. 


The Utilization of Fog as a Therapeutic Agent. R. M. 
Tovell and D. M. Little Jr. Anesthesiology 18:470-479 
(May-June) 1957 [Philadelphia]. 


Ninety patients with various disorders of the res- 
piratory tract such as laryngotracheobronchitis in 63, 
poliomyelitis in 20, asthmatic bronchitis in 2, pneu- 
monitis in 3, and edema of the larynx in 2 were treated 
by the use of a form of humidification provided by 
the installation of a natural fog generator in a full- 
sized patient room. Treatment periods ranged from 
less than a day to almost a month. Fog consists of 
finely divided water droplets in supersaturated air 
and is formed by the condensation ot these very small 
air-borne droplets from the vapor state. These droplets 
reach the terminal bronchioles and penetrate to the 
alveoli themselves. The supersaturated atmosphere 
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provides more moisture in terms of grains of water 
per pound of dry air than other methods of humidifi- 
cation in common clinical use; 10% excess moisture or 
supersaturation in the temperature range of 70 to 75 F 
(21 to 24 C) is the average obtained in the “fog room.” 
The fog room thus provides a supersaturated atmos- 
phere, at comfortable and controllable temperatures, 
in an area that is large enough to permit adequate 
nursing care and to prevent the development of a 
sense of claustrophobia in the patient. 

Results obtained with the use of “cold” humidifica- 
tion as treatment for acute laryngotracheobronchitis 
have been particularly satisfactory, since it has been 
possible to prevent secretions from drying, becoming 
tenacious, and further obstructing respiration. It has 
also seemed probable that in some patients it has been 
possible to avoid performance of tracheotomy because 
of the therapeutic results obtained in the fog room. 
The importance of humidification for the patient with 
a tracheotomy has been impressively emphasized by 
the group of patients with poliomyelitis requiring care 
in a respirator located in the fog room. Therapy of a 
supersaturated atmosphere helped to prevent the sinis- 
ter complication of crusting of secretions in the air 
passages of these patients. The control of temperature 
provided in the fog room proved to be a significant 
asset in the management of poliomyelitis, particularly 
when the hyperthermia inherent to the pathological 
process was accentuated by high environmental tem- 
perature occurring during summer months when the 
disease was prevalent. 

This latter experience formed the basis for regulat- 
ing the natural fog generator to produce a cold, rela- 
tively dry atmosphere and to utilize it to combat 
hyperthermia and to produce a moderate hypothermia 
(91 or 92 F) in 5 neurosurgical patients with midbrain 
damage caused by head injury, the postoperative effect 
of surgical intervention, and, in 1 patient, encephalitis 
of unknown origin. Results suggested that prolonga- 
tion of life has been facilitated thereby in several of 
these patients. 


Jaundice Following Small Amounts of Chlorproma- 
zine. H. Zarowitz and I. S. Friedman. New York J. 
Med. 57:1922-1924 (June 1) 1957 [New York]. 


While many reports have appeared which stress 
the production of jaundice after chlorpromazine has 
been used for a period of time in large doses, the 
authors of this paper noted that jaundice may appear 
even after small amounts have been taken. The his- 
tories of 3 patients are presented in whom jaundice 
developed after doses of 45, 250, and 200 mg. In none 
of these patients was there any evidence of preexist- 
ing liver disease. The third patient had had a gall- 
bladder operation 30 years previously but showed no 
signs of biliary tract disease during the ensuing years 
until her present illness after chlorpromazine had 
been administered. All the liver function studies in- 
dicated regurgitant jaundice. A survey of the literature 
revealed 2 other reports stressing the relation of jaun- 
dice to small doses of chlorpromazine. 


J.A.M.A., Sept. 28, 1957 


Recently it has become an almost routine pro- 
cedure in some institutions to administer chlorproma- 
zine parenterally in order to diminish preoperative 
sedative requirements and postoperative nausea and 
vomiting. The effective initial dose seems to be 25 to 
50 mg. It is evident that, since small doses are capable 
of producing jaundice, patients who have undergone 
abdominal surgical procedures and, more particularly, 
biliary tract manipulation might develop jaundice 
from the chlorpromazine rather than from the opera- 
tion. In addition, confusion mizht arise in those in- 
stances of jaundice where both chlorpromazine and 
blood or plasma have been administered. 


PUBLIC HEALTH 


Clinical and Epidemiological Observations on Dengue 
Fever in Queensland, 1954-1955. R. L. Doherty. M. J. 
Australia 1:753-756 (June 1) 1957 [Sydney]. 


An outbreak of dengue occurred in the area served 
by the Innisfail Field Station of the Queensland Insti- 
tute of Medical Research from March, 1954, to May, 
1955. The clinical and epidemiological features of 75 
yatients referred to the field station whose disease 
was diagnosed as dengue fever are analysed. The 
disease presented as a febrile illness lasting from 2 to 
7 days, with headache and muscular pains and with 
marked prostration in the more severe cases. Lymph 
node enlargement was the commonest abnormality. 
Rash, bradycardia, and biphasic temperature chart 
were seen in a number of cases, but many had no 
specific clinical features. The demonstration of com- 
plement-fixing antibodies in significant titer against 
antigens of the dengue group (particularly Murray 
Valley encephalitis antigen) gave support to the diag- 
nosis in from 33 to 50% of the patients tested. Blood 
from 29 patients was inoculated into mice, but no 
virus was isolated. The much higher relative incidence 
of dengue fever in one over another locality is ascribed 
to the presence in the one of rain tanks and rubbish 
dumps, which provide facilities for the multiplication 
of Aedes aegypti. The city of Brisbane, from which A. 
aegypti is now absent, escaped the outbreak. This is 
noteworthy, as Brisbane had a high incidence in past 
invasions of Queensland by dengue. 


Salmonellosis in Massachusetts: A Sixteen-Year Ex- 
perience. R. A. MacCready, J. P. Reardon and I. 
Saphra. New England J. Med. 256:1121-1128 (June 13) 
1957 [Boston]. 


An analysis of 2,625 salmonella organisms other 
than salmonella typhi recovered during a 16-year 
period, from 1940 to 1955, in Massachusetts, revealed 
50 different types. S. typhimurium was the most fre- 
quent of all species recovered, followed by S. monte- 
video, S. newport, S. oranienburg, S. paratyphi B, and 
S. bareilly. The recoveries of these Salmonella or- 
ganisms rose to a peak in August, when they more 
than doubled those made in the low month of Feb- 
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ruary. A substantial number of recoveries, however, 
was made in all months. The seasonal variation of S. 
typhi recoveries closely paralleled that of the other 
types. The infection rate was higher in children than 
in adults and was especially high in the first year of 
life. The gastroenteritis syndrome of diarrhea with or 
without fever was present in 70% of all patients and 
the typhoidal septicemic syndrome in only 6%. With 
S. paratyphi B these 2 syndromes were about equally 
frequent. The typhoidal septicemic syndrome was 
present in 55% of the patients with S. choleraesuis 
infection and the gastroenteritis syndrome in 26%. The 
infection rate from Salmonella organisms other than 
S. typhi was 1.4%; in the age group of 60 years or 
older it rose steeply; S$. choleraesuis gave the highest 
death rate, 16%; the death rate for S. typhi was 8%. 

Salmonellosis has not yet been effectively controlled 
in Massachusetts. The number of infections has in- 
creased from 58 to 393 since 1950. In the whole coun- 
try the reported number of cases of salmonellosis in- 
creased from 1,233 in 1950 to 5,447 in 1955. It is 
widely held that animal products such as meat and 
eggs are the major sources of the infections among 
human beings. Measures to ensure their bacteriolog- 
ical safety must be, therefore, developed, as has al- 
ready been accomplished with milk. During the 16 
years of this study the number of carriers increased 
from 9 to 24; 12 carriers left at the end of 1955: 6 
died, 4 had moved away from the state of Massachu- 
setts, and 2 had ceased to be carriers (1 after gall- 
bladder removal and the other, who had been a 
proved carrier for 2 years, spontaneously ). 

The number of S. typhi recoveries has continued to 
decrease, going from 99 in 1940 to 15 in 1955. The 
number of female patients who became carriers ap- 
peared to be higher than that of the males. Eleven 
salmonellosis outbreaks occurred during the period in 
which this study was carried out. 


Clinical Manifestations of Salmonellosis in Man: An 
Evaluation of 7,779 Human Infections Identified at 
the New York Salmonella Center. I. Saphra and J. W. 
Winter. New England J. Med. 265:1128-1134 (June 13) 
1957 [Boston]. 


A total of 7,779 human infections, exclusive of in- 
fections caused by Salmonella typhi and cultures from 
military personnel, were studied at the New York 
Salmonella Center between 1939 and 1955. Nearly 90% 
of the infections came from 5 eastern states, but almost 
all states were represented by some cultures. More 
than 300 infections were identified in cooperation 
with laboratories in Europe, Asia, Africa, Australia, 
and South America. Gastroenteritis was the most fre- 
quent clinical sign, occurring in 5,312 patients (68.3%). 
It ranged from the mildest ambulant forms to a most 
severe cholera-like form, associated with rapid dehy- 
dration, convulsions, and death, or a dysentery-like 
form with bloody, slimy discharges and tenesmus. 
Nausea, abdominal cramps, anorexia, and vomiting 
were frequent. The gastroenteric signs started mostly 
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12 to 48 hours after the ingestion of contaminated 
food and lasted for 1 or 2 days. High and persistent 
fever was rare. Bloody diarrhea was frequent in young 
children but rare in adults. Signs of a generalized 
infection, with high fever of a typhoidal or septic 
type, or focal manifestations such as meningitis or 
pneumonia or both developed some days or weeks 
after complete recovery from gastroenteritis. These 
manifestations were more frequent in infections with 
S. paratyphi B and, particularly, in those with S. 
choleraesuis. Excretion of Salmonella organisms in 
feces or sometimes in urine continued for weeks or 
months after the return of normal bowel function. All 
Salmonella types were found to be capable of pro- 
ducing septicemic or typhoid-like fever. S. choleraesuis 
was chiefly responsible for the septicemic type. S. 
paratyphi A and B and S. panama most frequently 
produced typhoid-like signs, which were milder than 
those of typhoidal fever caused by S. typhi. Focal 
manifestations were the predominant clinical signs 
in 572 patients (7.4%). 

The acute inflammatory processes were associated 
with the gastrointestinal tract in 146 patients. Patients 
were often reported in this connection as operated on 
for clinically typical acute appendicitis, but with no 
pathological findings except for an acute enteritis of 
the lower ileum. S. typhimurium was frequently the 
causative agent. Abscesses occurred in 136 patients in 
any part of the body; the precise origin of the under- 
lying inflammation could not be determined in a 
number of these pus formations. Infection of the 
respiratory system occurred in 85 patients and was 
frequently associated with high fever and a fatal out- 
come. Meningitis was abserved in 77 patients with a 
great variety of Salmonella organisms recovered from 
the spinal fluid; almost all these patients were in- 
fants, a few days or weeks old. Osteomyelitis occurred 
in 59 patients, with almost all bone structures in- 
volved. There were urinary infections in 49 patients, 
frequently with signs of cystitis. Subacute bacterial 
endocarditis occurred in 20 patients of all age groups; 
all these patients died. A total of 318 cases (4.1%) of 
the clinical and subclinical cases of salmonellosis were 
fatal. In 172, infection was due to S. typhimurium and 
S. choleraesuis. 

Of all the cultures submitted, 15.5% came from 
healthy carriers. Half of these carriers had previously 
suffered from gastroenteritis. Others had had close 
contact with patients with Salmonella infection or 
had partaken of contaminated food. A considerable 
number of carriers were followed for several years, 
without any change in their condition, although many 
of the infections cleared up spontaneously. Some of 
the carriers were extensively treated with the anti- 
biotics that were found active in vitro against the 
organism; the results were disappointing. The high 
incidence, morbidity, and fatality rate of group C 
infections, particularly those due to S. choleraesuis, is 
emphasized, and the inclusion of the C antigen in the 
active immunization process is recommended. 


J.A.M.A., Sept. 28, 1957 


BOOK REVIEWS 


Practical Gynecology. By Walter J. Reich, M.D., F.A.C.S., 
F.IL.C.S., Attending Gynecologist and Section Chief, Fantus 
Clinics of Cook County Hospital, Chicago, and Mitchell J. 
Nechtow, M.D., F.A.C.S., F.I.C.S., Associate Attending 
Gynecologist, Cook County Hospital and Fantus Gynecologic 
Clinic. Second edition, Cloth. $12.50. Pp. 648, with 284 illus- 
trations. J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5; 2083 Guy St., Montreal, Canada; Pitman 
Medical Publishing Company, Ltd., 45 New Oxford St., 
London, W.C. 1, England, 1957. 


This book is primarily for the general practitioner. 
It contains a common-sense discussion of psychoso- 
matic gynecology and an acceptable chapter on 
infertility; it is well illustrated with line drawings 
and photographs and has, at the end, 68 beautiful 
colored reproductions of such things as cervical 
lesions and vaginal smears; but much of the rest of 
the book is aimed at about the level of a third-year 
medical student. It is incomplete, as it contains no 
mention of endometrial hyperplasia. There are no 
references to the literature. There is practically no 
discussion of treatment, and much of what there is, 
is dangerous. The following are examples. “Ovarian 
cysts will usually respond to doses of the order of 
2,000 r spread over one or two months.” Carcinoma 
of the vulva “is usually a squamous cell carcinoma 
and can be controlled by irradiation therapy as any 
other skin carcinoma.” The authors persist in using 
the term and concept of “imperforate hymen.” The 
book needs a thorough revision by some critical and 
informed person, It is published on glossy paper. 
There is a fairly adequate index. It is attractively 
and carefully printed. 


Magnetic Removal of Foreign Bodies: The Use of the 
Alnico Magnet in the Recovery of Foreign Bodies from the 
Air Passages, the Esophagus, Stomach and Duodenum. By 
Murdock Equen, M.D., F.A.C.S., Chief of Staff of Ponce de 
Leon Infirmary, Atlanta, Ga. Cloth, $4.50. Pp. 94, with 119 
illustrations. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill.; Blackwell Scientific Publications, 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


In this small book the author has discussed his 
experience in the recovery of 228 foreign bodies 
from the air passages, the esophagus, stomach, and 
duodenum by the use of the Alnico magnet. Writing 
in an informal and conversational style and using 
abundant illustrations, the writer not only describes 
his techniques but points out the disadvantages, 
contraindications, and precautions and discusses 
those cases in which the magnet was used without 
success. The chapters deal with history, the tech- 
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nique of using the magnet, other apparatus required, 
air passages, esophagus, stomach, duodenum, and 
the limitations of the magnet. Illustrative case re- 
ports are included. This book should prove informa- 
tive to many groups but particularly to the otolar- 
yngologists, roentgenologists, and thoracic surgeons. 


BCG Vaccination Against Tuberculosis. By Sol Roy Rosen- 
thal, M.D., Ph.D., Director, Institution for Tuberculosis Re- 
search of the University of Illinois, Chicago. With sections 
by Dr. Camille Guérin, Dr. Bernard Weill-Hallé, and Dr. 
Arvid Wallgren, Professor of Pediatrics and Head of Pediat- 
ric Clinic, Royal Caroline Institute of Medicine, Norrtull’s 
Hospital, Stockholm. Cloth. $7.50, Pp. 389, with 43 illustra- 
tions. Little, Brown & Company, 34 Beacon St., Boston 6; 
J. B. Lippincott Company, 4865 Western Ave., Montreal 6, 
Canada, 1957. 


BCG vaccination against tuberculosis is accepted, 
with few exceptions, in virtually every country in 
the world, and it is estimated that over 100 million 
people have been so vaccinated. In the United 
States, BCG vaccine is widely used but on a small 
scale. The American Trudeau Society, Public 
Health Service, and the Council on Drugs of the 
American Medical Association recommend its use 
for persons unavoidably exposed to tuberculosis 
and for groups considered to have inferior resist- 
ance and who live in communities with unusually 
high mortality from this cause. Despite these rec- 
ommendations, most persons in the recommended 
groups have not been vaccinated. 

This volume is directed toward the medical pro- 
fession and allied groups with the hope of clarify- 
ing the problem. It does not attempt to review all 
the vast literature. The subjects considered are 
immunity in tuberculosis; vaccines other than BCG 
against tuberculosis; history of BCG; cultural char- 
acteristics, morphology, and staining properties; 
dissociation and variation of virulence or attenua- 
tion; reproduction; host response; culturing and 
preparing BCG vaccine; standardization; preserva- 
tion by freeze-drying; routes and methods of 
administration; the tuberculin test in BCG vaccina- 
tion; resistance in animals and man; virulence in 
animals; untoward reactions and virulence in man; 
vaccination in those infected with tubercle bacilli; 
and tuberculosis control and BCG vaccination. The 
author concludes that tuberculosis still remains a 
major health problem in the United States. In this 
country, where tuberculosis control programs exist 
on a large scale, BCG vaccination can play an im- 
portant role in further diminishing the incidence of 
the disease. Whether or not you agree with all the 
conclusions drawn, this volume is well worth read- 


ing. 
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QUERIES AND MINOR NOTES 


DIABETES FOLLOWING CORTICOSTEROIDS 


To tHE Eprror:—Can treatment with corticosteroid 
drugs (cortisone and prednisone) ever produce dia- 
betes mellitus in an individual? Could this diabetes 
persist even after cessation of treatment? 


M.D., Illinois. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—In an hereditarily predisposed individual, 
corticosteroids may be a factor in the production of 
diabetes. Hyperglycemia and glycosuria, seen during 
therapy in an individual not predisposed to the dis- 
ease, disappear with cessation of treatment. 


AnswWER.--The glucocorticoids, such as cortisone and 
prednisone, may reduce carbohydrate tolerance. 
When given to experimental animals, the glucocorti- 
coids affect fat, protein, and carbohydrate metabolism 
and promote gluconeogenesis, hyperglycemia, and 
glycosuria. They may cause negative nitrogen balance 
unless adequate protein is supplied. 

The evidence at present seems to be that in pa- 
tients who already have borderline glucose tolerance 
diabetes mellitus may be precipitated by glucocorti- 
coid therapy. It must be pointed out that the renal 
threshold for glucose may be lowered by glucocorti- 
coids and a temporary renal glycosuria may result. Us- 
ually, if carbohydrate tolerance has been depressed 
by glucocorticoids, it returns to previous levels if 
therapy is terminated. True diabetes mellitus, how- 
ever, can at least be precipitated in predisposed per- 
sons by cortisone and similar steroid hormones. The 
diabetes may persist after cessation of administration 
of such hormones. 


REFLEX VOMITING AFTER FATTY MEAL 
To tHe Eprrorn:—Why does a meal with excessive fat 
cause nausea or nausea and vomiting in so many 
patients who otherwise are perfectly healthy? 
M.D., California. 


ANsweR.—Nausea and vomiting are basically reflex 
in nature regarding the stimulus. Unless a conditional 
reflex has been established in the condition described, 
the stimulus does not arise in the higher centers. If 
vomiting occurs rather promptly after ingestion of a 
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meal high in fat, the initiating stimulus may act on 
receptors in the oropharynx which may be particularly 
sensitive to fat. It may be recalled that swallowing a 
tablespoon of any kind of fat is normally rather difficult 
and likely to cause nausea and vomiting. If the re- 
sponse occurs a considerable time after ingestion of 
fat (half an hour or more), it is likely that afferent 
vagus fibers of the stomach are stimulated. This could 
be brought about by an exaggerated enterogastric 
reflex which might be reinforced by a sensitive entero- 
gastrone mechanism, either or both of which could 
lead to gastric stasis with subsequent nausea and 
vomiting. 


TREATMENT OF OTITIS EXTERNA 


To tHe Eprror:—What is the advisability of using 
hydrocortisone—ointment, cream, or suspension—in 
the treatment of otitis externa? Is there any other 


new treatment? M.D., New York. 


Answer.—The treatment of otitis externa truly taxes 
the ingenuity and resourcefulness of the physician and 
the patient alike. Before arriving at a diagnosis with 
idiopathic otitis externa, specific skin diseases, such as 
seborrheic dermatitis and psoriasis, should be carefully 
ruled out. Cultures and sensitivity studies should be 
performed before any type of antibiotic therapy is 
instituted. Occasionally a direct smear of the exudate 
from the external canal, stained with either Wright's 
or Giemsa stain, will give the physician some idea as to 
the predominant organisms, and sometimes it is even 
more helpful than the cultures themselves. It is some- 
times difficult to determine, after one has isolated or- 
ganisms by culture, whether these organisms are 
actually producing a secondary infection or whether 
they just happen to be living on eczematized skin. It 
should be kept in mind that the high humidity which 
exists in the external canal surely is conducive to the 
growth of bacteria, especially if the canal is eczema- 
tized. 

After one has arrived at a diagnosis of idiopathie 
otitis externa, one then has to choose the most appro- 
priate preparations for beginning treatment. The 
choice of vehicle for the medicament to be employed 
is important. In general, the same rules follow in 
choosing the vehicle as apply for patients with ec- 
zematous dermatitis in other parts of the body. When 
the patient's otitis is very acute, edematous, weeping, 
and crusted, the vehicle of choice is either an aqueous 
solution or a lotion containing the drug. As the otitis 
becomes less acute, one may then employ oil-in-water 
emulsions as vehicles, As it becomes still less acute, 
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water-in-oil emulsions may be employed. The best 
antieczematous drug is hydrocortisone and its deriva- 
tives, specifically, fluorinated hydrocortisone. Some 
cases appear to respond best to the fluorinated com- 
pounds; others respond better to the plain hydrocorti- 
sone. Hydrocortisone is employed in percentages 
varying from 1 to 2.5%, and the fluorinated compounds 
are employed in percentages varving from 0.1 to 0.25%. 
The same percentages may be used in the ointment 
bases described above. 

When the patient’s dermatitis extends far into the 
external canal and even encroaches on the drums, it 
is better to drop the lotion into the ear canal rather 
than to attempt the fruitless task of trying to apply an 
ointment into this area with the finger. One or two 
drops of the hydrocortisone or fluorinated hydrocorti- 
sone lotion may be used three times a day. On the 
parts of the external canal which are accessible to the 
finger, the lotion or ointment may be applied three to 
five times a day, with the finger rubbing the lotion or 
ointment (as the case may be ) in well. Caution should 
be taken against applving layers of ointment too thick- 
ly. The lotion form of hydrocortisone preparations in 
the form of drops may be used at the same time that an 
ointment for the part of the canal accessible to the 
finger is used. The patient should file his nails smooth, 
so that the canal will not be damaged by scratching. 
If a secondary infection is definitely present, appro- 
priate antibiotics are chosen and employed in the 
same type of vehicle as the hydrocortisone prepara- 
tions mentioned before. For infections caused by 
Pseudomonas organisms, polymyxin B is preferred; 
for micrococcic (staphylococcic ) infections, one of the 
tetracycline preparations is used. Recent studies have 
revealed that neomycin sensitivity in otitis externa is 
a definite possibility, so that long-continued use of 
neomycin in the external canal should be avoided. Pa- 
tients with otitis externa seem particularly apt to 
develop neomycin sensitivity. 


HEADACHE DUE TO ALLERGY 

To THe Eprror:—Is it possible for a person with an 
allergic history to have headaches over the entire 
head area? Could allergy also cause the appearance 
of “spots” before the eyes? M.D.. Illinois. 


Answer.—It is possible for a patient with an allergic 
history to have headaches over the entire head area; 
however, in most instances allergy of the nose and na- 
sal sinuses causes a pain which is located chiefly in the 
forehead and across the bridge of the nose. It may 
be more on one side than on the other but may be on 
both sides at the same time, It is rather unusual for 
patients who are allergic to have pains on top of the 
head or in the back of the head, Those pains are usu- 
ally associated with tension headaches. This consult- 
ant does not believe that allergy leads to “spots” before 
the eyes. Ophthalmologists advise that in older pa- 
tients these spots come naturally and stay perma- 
nently. 


J.A.M.A., Sept. 28, 1957 


FOLLOW-UP OF X-RAY SURVEYS 


To tHe Eprror:—Have any studies been made to 
suggest how many cases of active tuberculosis 
might be overlooked when bacteriological tests are 
not included as part of the routine follow-up of all 
miniature x-ray survey films interpreted as “lung 
lesions’? Is it not common practice to dismiss such 
cases if a single large film, though perhaps showing 
pathology, does not give the impression of activity? 

M.D., California. 


Answer.—To dismiss a suspect tuberculous condi- 
tion on the basis of one film is poor medical practice. 
Any significant lesion on a chest film deserves addi- 
tional study, which should also include a study of the 
sputum and skin tests with tuberculin, histoplasmin, 
and coccidioidin. The key word, of course, is “signifi- 
cant.” If the lesion is a small, very dense calcification or 
a slight blunting of the costal angle, it should not be 
considered as significant. 

Mass x-ray surveys should have an adequate clinical 
center to which all suspects can be referred, and in 
hospital surveys it is assumed that such follow-up will 
be available within the institution. On the other hand, 
there are cases of large excavating lesions where the 
probability of tuberculosis is so great that the follow- 
up is urgent, and such patients should be kept from 
circulation until the diagnosis is reached. 


SPERMATOGENESIS 

To tHe Eprror:—A man, aged 27 years, suffered a 
severe electric shock when 7,600 volts of electricity 
ran through his body as an electric cable touched 
a hoist crane where he was standing. He received 
electric burns of both hands and feet, and there 
was a small ulceration on the glans penis. When 
the patient was examined a month later, the penis 
showed healing of the ulcer, with scarring and red- 
ness. The testes are small but normal, and_ the 
patient states that they have always been small. 
There are no remarkable findings in the epididymis 
and the prostate. A sperm count taken a year and 
a half ago was 85 million per cubic centimeter of 
semen, with 20% motility at 1 hour and 5% motility 
after 24 hours. Semen analysis about six weeks after 
injury gave a count of 9 million sperms per cubic 
centimeter, with an occasional motile sperm noted 
at one hour and all dead at two hours, A repeat 
semen analysis two months after injury gave a count 
of 6 million sperms per cubic centimeter, with no 
motility at one hour, Is it possible for the electric 
shock to have caused this severe oligospermia? 

John M. Schultz, M.D., Miami, Fla. 


Answer.—Very little has been published on the ef- 
fect of high voltage on spermatogenesis. Opinions 
among investigators in the field of infertility vary 
sharply. Agreement appears to be confined to the con- 
clusion that further investigation is necessary. This 
patient was apparently infertile prior to the accident. 
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Semen examination some 17 months earlier, presum- 
ably done because he had failed to father a child, 
had shown that he had depressed fertility. His testes 
were then small, and they did not become smaller 
after the accident. Biopsy of a testicular specimen may 
throw some light on the subject. Without this study, 
a plausible explanation may be that the patient has a 
progressive deterioration of fertility, the exposure to 
the high-voltage current being only incidental. 


RHEUMATIC FEVER PROPHYLAXIS WITH 
PATIENT ALLERGIC TO PENICILLIN 


To THe Eprror:—What is the latest treatment of rheu- 
matic fever in the case of a patient who is allergic 
to penicillin? H. V. Weems, M.D., Sebring, Fla. 


Answer.—It is assumed in the query that “treatment” 
implies prophylaxis, because one does not actually 
treat a patient with active rheumatic fever with peni- 
cillin or any other antibiotic. Although prephylaxis 
is best achieved with dibenzy] penicillin administered 
by injection or with orally administered penicillin, 
other antibiotics can be used. The council on rheumatic 
fever and congenital heart disease of the American 
Heart Association has recommended penicillin as first 
choice, sulfadiazine as second choice, and other anti- 
biotics, such as tetracycline, as third choice. It would 
seem, therefore, that in this particular patient sulfa- 
diazine should be used. The dose is 1 Gm. per day, 
given in a single dose either immediately after break- 
fast or before retiring at night. The greatest experience 
has been accumulated in prophylaxis of rheumatic 
fever with either penicillin or sulfadiazine. It is quite 
possible that other antibiotics, such as tetracycline, 
might be used effectively in prophylaxis. There are 
some reports in the literature of such use. However, 
since there are so many long-term studies already re- 
ported on the effectiveness of sulfadiazine, it is ad- 
vised that sulfadiazine be used in this case. 


TREATMENT OF TOE ULCER 
IN A DIABETIC 


To tHe Eprror:—A diabetic, under control for about a 
year, has an ulceration, half a centimeter in diam- 
eter, above the proximal phalanx of the big toe. 
All conservative measures have failed. Please advise 
as to treatment. 


Frederick W. Gebhardt, M.D., Columbia, Il. 


Answer.—In the case of the patient described, the 
first step is to obtain an x-ray of the foot. If there is 
no osteomyelitis, the following course of treatment is 
suggested: 1. The patient should be put to bed at 
complete rest. 2. A culture of the secretions from the 
ulcer should be made, preferably after a period when 
the patient has not had antibiotic therapy. 3. Antibiotic 
therapy should be given as suggested by the organism 
present and suggested by sensitivity tests. Such anti- 
biotic therapy must be carried out for many weeks 
and should be continued indefinitely, as long as there 
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is evidence of healing. During the time of therapy dia- 
betic management, which is as strict as possible, is 
necessary. This includes an adequate and nutritional 
diet and insulin enough to make sure that the patient 
has no glycosuria. 4. Some vasodilator drug should be 
given during the time of bed rest. Priscoline or Arlidin 
are two which may be used. 5. Local measures should 
be kept at a minimum. No ointments are suggested. 
The ulcer should be kept covered with a thin layer of 
gauze only, and the foot should be soaked once daily 
in a solution of 1:5000 potassium permanganate or 
some similar disinfectant. 

In the presence of some circulation to the foot and 
without osteomyelitis, many of these ulcers heal on the 
above regimen if it is followed for a long enough 
time. This may be several months. In the presence of 
osteomyelitis, especially if there is moderate to marked 
reduction of the arterial supply of blood to the foot, 
midthigh amputation is indicated. 


MOSQUITOES AS VECTORS OF 
INFECTIOUS HEPATITIS 


To tHe Eprror:—Has it ever been demonstrated that 
mosquitoes can carry infectious (epidemic) hepa- 
litis? 

Milton Zimmerman, M.D., Primavera, Paraguay. 


ANswER.—That mosquitoes might act as vectors of 
infectious hepatitis has never been demonstrated. In 
Central America, where there has been an abundant 
mosquito population, outbreaks of a disease have oc- 
curred which was originally thought to be yellow 
fever and which later proved to be infectious hepa- 
titis, For this reason in areas where yellow fever is 
occurring and in areas where infectious hepatitis is 
present, virus studies (primarily neutralization tests 
for yellow fever) must be made to differentiate be- 
tween these two diseases. Biopsies of liver tissue would 
be of assistance but are not always conclusive. Other 
insects, such as flies and bedbugs, have been sus- 
pected as carriers, but there are not sufficient grounds 
for any conclusion on this point. It would seem from 
the background of the various types of hepatitis that 
hepatitis following serum or blood transfusion (homol- 
ogous serum jaundice) would be the type that 
would most likely be transmitted by insects. This 
disease, as is known, can be easily transmitted arti- 
ficially. 

The query is one which deserves much more re- 
search to prove or disprove whether mosquitoes can 
transmit infectious hepatitis. Pellissier (Bull. Soc. path. 
exot. 45:304, 1952) says of the role of mosquitoes in 
transmitting infectious hepatitis: “Transmission by 
mosquitoes, while not certain, appears very probable. 
(Mice were inoculated with a cross mixture of various 
species of mosquitoes; one mouse was said to have 
contracted the disease.) The inoculation experiments 
with isolated species of mosquitoes were not success- 


ful.” 
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IMMUNIZATIONS AND SURGERY IN 

PATIENT WITH NEPHROSIS 

To tHE Eprror:—The parents of a 9-year-old boy with 
a history of nephrosis say that they have been ad- 
vised that the child should not be given any inocula- 
tions because of the possibility of a flaring up of 
the nephrotic condition. Assuming the nephrotic 
condition to be quiescent, what contraindications 
are there to the administration of poliomyelitis vac- 
cine, triple boosters (diphtheria and tetanus toxoids 
and pertussis vaccine combined), and other vac- 
cines? In addition, the child has a severe inguinal 
hernia on the left side. Is there any reason to post- 
pone operation? 

D. L. Weinstein, M.D., Washington, D. C. 


Answer.—In the opinion of this consultant there is 
no contraindication to the administration of polio- 
myelitis vaccine, triple boosters, or other vaccines to 
nephrotic children in remission. If the inoculations 
should cause a transient febrile reaction, albumin may 
appear in the urine for a few days, but this usually 
subsides quickly. In past experience, a recurrence of 
nephrosis has not been precipitated. If the child’s 
general condition is good, the operation for inguinal 
hernia need not be postponed. 


DAILY DOUCHING OF NOSE 

To tHe Eprror:—Submucous electrocoagulation and 
clipping of the posterior ends of the inferior tur- 
binates were done on a patient's nose for vasomotor 
rhinitis, with good results thus far. There has been 
a little dryness for years. Is it harmful to douche 
the nose daily with warm isotonic sodium chloride 
solution? Is it advisable to use one-half glycerin and 
one-half isotonic sodium chloride solution as a 
spray? M.D., Illinois. 


Answer.—It is not improper to douche the nose 
daily with warm isotonic sodium chloride solution if 
it gives comfort. It is assumed that proper precautions 
are taken to avoid ear and other complications, If the 
50% glycerin solution is not irritating or too drying, 
it is permissible to use it as a spray. 


MOUTH TEMPERATURE AFTER SMOKING 
To tHe Eprror:—Have any experiments been done 
concerning the temperature in the mouth of a pa- 
tient when not smoking and the temperature of this 
same patient immediately after inhaling smoke from 
a cigarette, cigar, or pipe? Is there an increase in 
temperature, and to what degree, from the three 
methods of smoking mentioned above? 
Norman Glazer, M.D., Louisville, Ky. 


ANsweR.—Smoking tests were carried out on five 
habitual smokers (cigarettes and pipe). The oral tem- 
perature was obtained before smoking and again 1 
minute and 5 minutes after the completion of the 
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smoking of a cigarette (5 to 7 minutes) and after 10 
minutes of continuous pipe smoking. The greatest rise 
obtained was 0.1 F one minute after smoking. Ap- 
parently the amount of heat is too small to produce any 
significant change. 


SURGERY FOR BILATERAL INGUINAL 

HERNIAS IN SIX-YEAR-OLD CHILD 

To THe Eprror:—A 6-year-old girl has had bilateral 
inguinal hernias for the past year. These are small 
(about the size of a hazelnut), and they protrude 
with coughing, sneezing, straining, or laughing. The 
child sometimes says, “Mama, my hernias are gur- 
gling!” Is surgery considered unnecessary, advis- 
able, urgent, or mandatory? 
Charles L. Concklin, M.D., Corpus Christi, Texas. 


ANswer.—In the opinion of this consultant an oper- 
ation is advisable for this patient with bilateral in- 
guinal hernias. At her age there can be no question 
of a spontaneous closure of the internal inguinal ring. 
The fact that the child notices “gurgling” when the 
hernias protrude implies that intestinal content enters 
the sac, and therefore the danger of incarceration is 
always present. The prudential course is to subject 
her to bilateral hernia repair during her school vaca- 
tion. 


ANTIGEN TEST FOR BRUCELLOSIS 

To tHE Eprror:—Please supply information regarding 
the efficacy and the efficiency of Castaneda’s antigen 
test for brucellosis. Is the test a simple procedure 
for a small laboratory? M.D., Michigan. 


Answer.—The Castaneda antigen test for the diag- 
nosis of brucellosis is a rapid slide test which is ad- 
justed to detect the presence of serum agglutinins at 
or above a concentration of 1:100. It is best used during 
the early stages of acute brucellosis in man when its 
efficiency is high although admittedly somewhat in- 
terior to that of the standard macroscopic agglutination 
test. The test is performed at the bedside or in the 
office with the whole blood of the patient (a procedure 
also feasible if the patient can visit the laboratory ); 
otherwise the test is better performed with the pa- 
tient’s serum. The test is not intended to supplant the 
standard serum agglutination test but to save time in 
arriving at an early diagnosis. 

The tests efficiency may lessen with later stages of 
disease, and its results may be equivocal if serum titers 
rise to high levels. The test is clearly most valuable 
when the operator is the physician who knows the 
history and physical findings of the patient. As with 
other forms of agglutination tests, primary efficiency is 
dependent upon the use of Brucella abortus cells with 
correct antigenic surface properties. Only the BAI 
standard antigen, or another abortus strain carefully 
and accurately verified to be its equivalent in relia- 
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bility, should be used. The antigen should be pre- 
pared by a person who is competent in these mat- 
ters. Excellent advice on how best to use it can be 
obtained from a paper by Castaneda (J. Immunol. 
43:203, 1942), 


THIRD PREGNANCY AND RH FACTOR 

To tHE Epiror:—An expectant mother is Rh nega- 
tive; her husband is Rh positive. Her first delivery 
was spontaneous at seven and a half months; the 
infant, weighing 4 lb. 3% oz. (1,900 Gm.), was 
jaundiced but did well under incubator care. Her 
second delivery followed a_ surgical induction 
done because of a rise of antibody titer from 1:20 
to 1:28 during the eighth month of pregnancy. 
This infant weighed 5 lb. 14 oz. (2,700 Gm.) and 
was reported by the physician in attendance as 
“very ill from erythroblastosis, and four replace- 
ment transfusions were necessary. The patient at 
present seems to be doing well but has an Rh 
antibody titer of 1:512. What type of induction 
would be advisable, and when? Is cesarean sec- 
tion indicated? Is sterilization indicated? What 
are the criteria for replacement transfusions, and 
what is the method for calculating the amount of 
blood to be given? 

Morris Powell, M.D.., 
St. Anthony, Newfoundland, Canada. 


Answer.—Before specifically answering the ques- 
tions raised in this query, some comments appear in 
order regarding the induction of labor in the second 
pregnancy of this patient, resulting in the birth of 
a premature infant. Today it is generally agreed 
that adding the insult of prematurity to the injury 
of hemolytic disease of the newborn (fetal erythro- 
blastosis) considerably aggravates the prognosis 
and hence should not be deliberately brought about 
except in rare circumstances mentioned later on. It 
is conceivable, although not subject to proof, that, 
if the infant had been permitted to go to term, the 
disease, although present, might have been less 
serious than was reported, Furthermore, it must be 
mentioned that a rise of antibody titer from 1:20 
to 1:28 appears to this consultant of doubtful sig- 
nificance, since it is well within the technical error 
of any titration method used for Rh antibody de- 
terminations. 

A great deal of the prognosis for the present 
pregnancy depends on the zygosity of the patient's 
husband for the Rh factor. Information on this point 
may be obtained by testing the husband's Rh type, 
which may have to include tests for the hr’ and hr’ 
factors and tests of the Rh types of his parents, if 
available, and of the first child. If either of his 
parents or the first child is found to be Rh negative, 
this proves that the patient’s husband is heterozy- 
gous Rh positive, and hence she can have Rh-nega- 
tive children who will not be endangered by disease. 


QUERIES AND MINOR NOTES 425 


Another important prognostic factor depends on 
the decision as to whether a rise in the Rh antibody 
titer has actually occurred during the current preg- 
nancy, as is suggested by the titer of 1:512 reported 
now in contrast to the titer of 1:28 during the 
second pregnancy. However, only simultaneous 
titration of the two specimens carried out in the 
same laboratory can definitely prove this point. If a 
rise in antibody titer did occur, this would weigh 
heavily in favor of the fetus that is currently carried 
being Rh positive. 

For the reasons mentioned above, one should not 
consider premature termination of the pregnancy 
by cesarean section or any other method of induc- 
tion, merely because of the presence of a high titer 
of Rh antibodies. The only situation in which such 
steps are indicated concerns Rh-sensitized expectant 
mothers who have previously experienced fetal loss 
due to hemolytic disease of the (fetus and) new- 
born, with stillbirth occurring close to term, and 
whose husbands are most likely homozygous Rh 
positive. Statistics based on large series of cases show 
that, after an Rh-sensitized woman has had a still- 
birth, in a subsequent pregnancy permitted to go 
to term she still has approximately one chance out 
of three of giving birth to an Rh-positive live child, 
amenable to successful treatment. Hence, even in 
such cases the prognosis need not be invariably 
hopeless. For the same reason, the mere fact that 
maternal Rh sensitization was responsible for one 
previous neonatal death does not appear to this con- 
sultant to represent an indication for sterilization. 

Further recommendations for the current preg- 
nancy are as follows: Determination of antibody 
titers should be repeated at monthly intervals, since 
a definite rise of the titer occurring during this preg- 
nancy strongly suggests that the fetus is Rh positive. 
The patient should be permitted to carry to term. 
As soon as possible after birth, the Rh-type and 
direct antiglobulin (Coombs ) tests should be done 
on the cord blood. If the infant is Rh positive and 
shows a positive Coombs test, a replacement trans- 
fusion should be carried out as soon as possible, 
even in the absence of any other abnormal clinical 
and laboratory findings. This recommendation is 
based on the fact that this condition represents 
latent hemolytic disease, which offers the best 
chance for complete recovery when treated as early 
as possible. The blood to be used must be Rh nega- 
tive, preferably not older than three days, and must 
be compatible when cross matched with the serum 
of the infant's mother. 

In general, indications tor replacement transfu- 
sions include the following conditions: (1) abnor- 
mal clinical findings, such as hepatomegaly, sple- 
nomegaly, purpura, and local edema; (2) abnormal 
laboratory findings, such as hemoglobin level below 
14 Gm. per 100 ce. and rising bilirubin level within 
the first six hours; and (3) history of a previously 
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born sibling affected with hemolytic disease, fol- 
lowed by birth of another Rh-positive infant show- 
ing a positive Coombs test, even in the absence of 
clinical or laboratory evidence of disease. It is the 
last-named indication that has been used for the 
case under discussion. In order to bring about an 
efficient replacement of the infant's blood, at least 
70 to 80 ml. of blood should be used per pound of 
body weight of the infant. 


RH EFFECT OF TRANSFUSION 
SEVENTEEN YEARS AGO 


To THE Eprror:—Could a blood transfusion given to 
a mother 17 years ago have any effect on a new- 
born infant? The mother is Rh negative, and the 
father Rh positive; the child is premature and 


icteric. N. M. Freund, M.D., St. Louis. 


Answer.—A blood transfusion given to a mother 
17 years ago could have an adverse effect on a sub- 
sequently born baby. At that time (1940) the discov- 
ery of the Rh factor had just been announced, so 
that Rh typing before giving a blood transfusion 
had not yet been introduced. Since six out of seven 
individuals are Rh positive, an Rh-negative person 
given a blood transfusion in 1940 would therefore 
be apt to receive Rh-positive blood and in this way 
could become sensitized to the Rh factor. When 
such a sensitized Rh-negative woman is mated later 
to an Rh-positive man, during pregnancy the Rh 
antibodies in her serum could pass through the 
placenta and attach themselves to the red blood 
cells of her Rh-positive fetus. The resulting baby 
could then be erythroblastotic. Whether this is true 
in the case concerning which inquiry has been made 
can be determined by testing the mother’s serum 
for Rh antibodies and by doing a direct antiglobulin 
test on the baby’s red blood cells to determine 
whether they are coated by Rh antibodies. Tests 
for Rh antibodies are essential in order to show 
that the mother’s being Rh negative is not merely 
a coincidental finding. 


CHRONIC CATARRHAL DEAFNESS 

To THE Eprror:—In the Queries and Minor Notes 
section of THe Journau for July 13, 1957 page 
1292, the answer says that the condition charac- 
terized by a conduction type of deafness with re- 
tracted drums, which was formerly known as 
chronic catarrhal deafness, has been shown to be 
otosclerosis, 

The consultant goes on to say that the tubal or 
tubotympanic catarrh which accompanies some 
respiratory infections may become chronic. He 
describes treatment to prevent this chronicity. It 
is good treatment and effective in a good pro- 
portion of these cases but not all. He says noth- 
ing about those cases, fortunately not very com- 
mon, which progress from a “cold” to a severe 
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and permanent deafness of the conduction type 
in six or eight weeks, I cannot imagine anyone 
calling this acute otosclerosis, but, if so, it seems 
as logical as to say that all cases of conduction- 
type deafness with retracted drums are due to 
otosclerosis. 

If there is any reliable evidence that all cases 
of the condition formerly called chronic catarrhal 
deafness are actually otosclerosis, I have over- 
looked it and would appreciate references to the 
literature in which it is recorded. If the evidence 
supports it, a lot of us will have to change our 
ideas about the pathology and treatment of all 
acute and chronic inflammatory conditions of the 


ear. H. P. Merrill, M.D. 
458 S. Spring St. 
Los Angeles. 


The above comment was referred to the consult- 
ant who answered the original query, and his reply 
follows.—Ep. 


To THE Eprror:—The first paragraph of the original 
answer, starting with “Chronic catarrhal deaf- 
ness,” is inaccurate because of two accidental 
omissions. It should read as follows: “Chronic 
catarrhal deafness was formerly the exclusive 
diagnosis used for that clinical picture consisting 
of a conduction type of deafness with retraction 
of the tympanic membrane. The advent of the 
Lempert fenestration operation and the more re- 
cent stapes mobilization operation have revealed 
the proper diagnosis in many of these cases to be 
otosclerosis with bony fixation of the stapedial 
footplate in the oval window.” 

In answer to the more recent query, otosclerosis 
and chronic catarrhal otitis media may coexist in 
the same ear at the same time (Kerrison: Diseases 
of the Ear, ed. 4, Philadelphia, J. B. Lippincott 
Company, 1930, p. 255). In chronic catarrhal 
deafness, fibrosis frequently results, with the 
formation of fibrous adhesions bringing about a 
fixation of the ossicular chain and/or an immobili- 
zation of the secondary tympanic membrane 
(Coates and others: Otolaryngology, Hagerstown, 
Md., W. F. Prior Co., Inc., 1956, vol. 2, chap. 2). 
If the adhesions do not involve any of these struc- 
tures, little or no deafness will result. As for the 
treatment of the chronically deafened ear, owing 
to a catarrhal otitis media following a cold six 
weeks previously, catheterization and inflation of 
the middle ear and pneumomassage may be em- 
ployed. If there is a stenosis of the eustachian 
tube, then eustachian bougienage may be carried 
out. Treatment of chronic catarrhal deafness has 
been generally disappointing. It is agreed that 
deafness of slight or moderate degree, coming on 
rapidly six weeks after a cold, could not be due 
to otosclerosis, because otosclerosis is a slow pro- 
gressive disease rather than an acute one. 
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RESEARCH REVIEWS 


From time to time there will be published in this section of THe Journat brief but not neces- 
sarily complete reviews of some of the newer clinical aspects of medical research and practice. 
This material is gathered specifically for THE JourNAL.—Ep. 


PAIN 


Sir Thomas Lewis once said that pain is the in- 
terpretation that the cerebrum gives to certain 
sensory stimuli. Since then, much work has been 
done, but even today H. K. Beecher,’ Harvard 
Medical School, Boston, concludes that “pain can- 
not be satisfactorily defined, except as every man 
defines it introspectively for himself.” According 
to the same worker “no convincing demonstration 
has yet been given that the pain threshold is a 
constant from man to man, or from one time to 
another in a given man.” It is difficult to measure 
pain in man and to substantiate the relationship 
between the pain threshold and the action of anal- 
gesic agents. In recent years, many attempts have 
been made by ardent workers in this field to 
measure pain and its relief in man quantitatively. 

In experimental animals, reproducible results 
have been obtained by various workers. A method 
that has been widely used is the “hot-plate” tech- 
nique in its various modifications.* A mouse is 
placed on a smooth metal surface kept at 55 C 
for not more than 30 seconds. It manifests discom- 
fort by characteristic movements of the hind-limbs, 
and the time (“reaction time”) of this effect is re- 
corded. Analgesia is indicated by significant length- 
ening of this reaction time. 

In a modification of the method of D’Amour 
and Smith, which was itself adapted from the work 
of Hardy, Wolff, and Goodell, rats are used.* The 
rat is held in a cylindrical holder of perforated 
zinc; its tail lies along a channel formed by two 
strips of asbestos. About 1.5 in. from the tip of the 
tail, a hole in the asbestos channel allows the heat 
from a small electric coil which is placed beneath it 
to rise and heat the tail. After an interval, the 
animal withdraws its tail from the channel with a 
sudden and characteristic flick. Again, this interval 
is timed and is called the “reaction time.” The 
effect of various analgesic drugs can thus be com- 
pared. Modifications of this method have been 
introduced in recent years and are now used.* 

Tests are also used in experimental animals that 
do not involve thermal stimuli. In the tooth-pulp 
method originally described,’ holes were drilled 


into the pulp to allow electrical stimulation of the 
sensitive area. More recently, metal fillings have 
been inserted into holes drilled in the teeth and 
are electrically stimulated. It has been reported 
that this allows the determination of the threshold 
effect of analgesic drugs in animals.*® Electrical 
stimulation of metal fillings in teeth has also been 
studied in man.’ 

The “writhing syndrome” is produced in mice 
by intraperitoneal injection of 2-phenyl-1, 4-benzo- 
quinone; after 3 to 10 minutes, and lasting for more 
than one hour after the injection, the animals show 
characteristic intermittent contractions of the ab- 
domen, twisting and turning of the trunk, and ex- 
tension of the hind legs. Various analgesic drugs 
prevent or abolish this writhing.” 

To show the analgesic effect of drugs that is not 
usually demonstrable by other tests, the inflamed 
foot of the rat has been used. The analgesic activity 
of various salicylic acid derivatives has thus been 
determined. It is claimed * that, on the basis of this 
test, three types of analgesics can be differentiated: 
(a) the peripheral antipyretic-analgesics of the 
salicylate type that have an analgesic effect in the 
presence of inflamed tissue; they reduce the ele- 
vated temperature of inflamed tissue but do not 
reduce the temperature of normal tissue, and they 
reduce edema; (b) the central antipyretic-anal- 
gesics of the aminopyrine type that have an 
analgesic effect whether or not an inflammatory 
reaction is present; they reduce the temperature of 
normal or inflamed tissue, and they reduce edema; 
and (c) the narcotic analgesics of the morphine or 
alphaprodine class that have an analgesic effect 
whether or not an inflammatory reaction is present; 
they do not reduce elevated or normal temperature, 
and they do not reduce edema. 

It has been pointed out that animal tests measure 
partly a “reaction” to a painful stimulus rather than 
“perception” of pain and that some involve, at least 
in part, a spinal reflex that has nothing to do with 
perception of pain.'’ It appears that also in man "' 
powerful analgesics primarily affect the “reaction” 
to pain rather than its “perception.” It is thus im- 
portant to reduce “anticipatory anxiety.” It is diffi- 
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cult to study anxiety associated with the anticipation 
of pain and the effect of drugs on it in man 
experimentally. In the white rat, a method has been 
devised to test behavioral reaction to analgesics.'* 

Animal tests now in use are helpful in the pre- 
liminary screening of analgesic drugs when several 
methods are employed. This, however, does not 
always hold true. In the case of nalorphine 
(N-allyInormorphine ), for instance, it was shown 
that this substance is a powerful analgesic in man "* 
although this had not been demonstrated satisfac- 
torily in animals. Interest in the study of nalorphine 
as an analgesic was revived by H. Isbell, U. S. 
Public Health Service Hospital, Lexington. Nalor- 
phine is remarkable in having analgesic action 
without giving rise to addiction.’* Its analgesic 
effect in man is approximately equivalent to that of 
morphine. Its subjective side-effects are partly like 
those of morphine, but at the analgesic dose level 
they are largely dysphoric. This makes its clinical 
usefulness as an analgesic doubtful when used 
alone. Combinations of nalorphine with other anal- 
gesics devised in the hope of reducing side-effects 
have proved impractical. 

Another drug that has been studied clinically is 
anileridine —_[1-( beta-[ para-aminopheny] ]-ethy] ) 4- 
phenyl-4-carbethoxypiperidine]. Given  intramus- 
cularly, 40 mg. of anileridine is believed to be 
equivalent to 100 mg. of meperidine in the relief of 
postoperative pain.'® As a supplement to nitrous 
oxide-oxygen anesthesia, 50 mg. of anileridine given 
intravenously is reported to be approximately equiv- 
alent to 100 mg. of meperidine in reinforcing anes- 
thesia.’” I. M. Riffin and his colleagues,'’ St. Vin- 
cents Hospital, Montclair, N. J., list the following 
advantages of anileridine: used in conjunction with 
nitrous oxide, it enables the anesthesiologist to 
maintain the patient in the “light zone of anes- 
thesia” for major and minor surgery; the patient 
usually awakens on the table; there is smoother 
recovery; and regulation of tachypnea, which is 
frequent in the analgesic level, is easily attained 
with anileridine. They mention these disadvan- 
tages: controlled or assisted respiration is required 
during most of the operation, and a larger total dos- 
age of succinylcholine is usually required in ab- 
dominal procedures. These workers state that 
in the control of postoperative pain, _reliet 
is obtained within 10 to 30 minutes after intra- 
muscular injection and lasts for two to eight 
hours, with an average of five to six hours. All pa- 
tients in this study had received phenobarbital, 
30 mg. three times a day. Observations at Lexing- 
ton have led to the belief that anileridine has addic- 
tion liability like that of morphine or meperidine. 
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Dihydrocodeine has been used as an antitussive 
agent in Europe for many years, but its analgesic 
effects have been reexamined in this country only 
recently." Its analgesic action is of somewhat 
shorter duration than that of an equivalent dose of 
morphine. It has been given for the relief of mod- 
erate postoperative pain, and also in cases of severe 
postoperative pain, in a dose of 30 mg. per 70 kg. 
of body weight. When the dose of dihydrocodeine 
is raised to 60 mg., there is very little increment in 
pain relief. In this higher dose, dihydrocodeine de- 
presses respiratory minute volume and_ produces 
other undesirable, morphine-like effects. This can 
be avoided with the 30-mg. dose, with which side- 
effects are hardly greater than with a_ placebo. 
Since the increase in pain relief from the 30-mg. to 
the 60-mg. dose is so small at the expense of a 
significant increase in side-reactions, it is thought to 
be preferable to give d‘hydrocodeine in the 30-mg. 
dose. When adequate analgesia cannot be obtained 
with this dose, another mcre potent analgesic may 
be given in place of dihydrocodeine. 

Dihydrocodeine can be used in cases where more 
potent analgesics are liable to cause addiction. In 
equianalgesic dose, its addiction liability is greater 
than that of codeine but less than that of morphine. 

In England, it has been reported recently '* that 
dihydrocodeine depressed respiration considerably 
less than meperidine. In the United States, dihydro- 
codeine was given in a dose of 30 mg. to 50 patients 
in normal labor.*’ It did not cause cardiovascular or 
pulmonary depression in the mother or in the heart 
sounds of the fetus. There was less over-all fetal 
depression with 30 mg. of dihydrocodeine than with 
100 mg. of meperidine. During the postpartum 
period, dihydrocodeine effectively relieved the dis- 
comfort of uterine contraction. 

Another drug that has been studied in this coun- 
try is ethoheptazine (1-methyl-4-phenyl-4-carbeth- 
oxyhexamethyleneimine ). It is said to give analgesia 
without producing sedation or disorientation. It 
has no anti-inflammatory action. It has been used 
in the relief of moderate and moderately severe 
pain. 

In a recent double-blind study,*' ethoheptazine 
was given to patients with chronic pain due to 
arthritis, metastatic carcinoma, cardiovascular dis- 
ease, neurological disorders, phantom limb after 
amputation, and nonunion of fractures. The anal- 
gesic effect of 100 mg. by mouth was compared with 
that of 600 mg. of aspirin, 30 mg. of codeine sulfate 
plus 600 mg. of aspirin, a placebo, and a combina- 
tion of 100 mg. of ethoheptazine with 600 mg. of 
aspirin. Ethoheptazine combined with aspirin gave 
greater relief of pain than ethoheptazine alone. 
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Ethoheptazine with aspirin was as effective as 
codeine with aspirin. It is thought that ethohepta- 
zine does not give rise to addiction.”* 

The methadone derivative levo-isomethadone 
anone) given subcutaneously is thought to be 
equivalent in its analgesic effect to morphine. The 
optimal dose is 10 mg. It produces fewer symptoms 
than morphine, especially less nausea and vomiting. 
The decrease in oral temperature, oxygen con- 
sumption, resting respiratory minute volume, and 
respiratory response to 5% carbon dioxide is as 
great as with morphine.’* The addicting proper- 
ties of this drug are of the same order as those of 
morphine. 

N. B. Eddy and his colleagues prepared acetyl- 
methadols and described the results of their lab- 
oratory examination.** Alpha-acetylmethadols were 
tested in man by Keats and Beecher,*’ who con- 
cluded that the margin of safety was too narrow for 
clinical use. Given by mouth in a dose of 5 or 10 
mg. three to five times a day, alpha-dl-acetylmetha- 
dol is effective against chronic pain but is not in- 
frequently accompanied by morphine-like side- 
effects.*® In the relief of postoperative pain, 50 mg. 
of alpha-l-acetylmethadol subcutaneously is thought 
to be equivalent to 10 mg. of morphine. Sometimes 
this drug has remarkably long-lasting effects and 
through cumulative action produces a dangerous 
comatose state resembling morphine poisoning. 
Alpha-acetylmethadols are addicting. 

Another methadone derivative, dipipanone (dl 
4,4-dipheny]-6-piperidino-3-heptanone ) has been 
prepared as a racemate. Its analgesic effect has 
been tested in man in double-blind studies against 
chronic pain and against postoperative pain. For 
chronic pain and acute moderate pain, the optimal 
analgesic dose is thought to be 20 to 25 mg.*’ With 
doses of this order, side-effects have been minimal. 
The addiction liability of dipipanone is approxi- 
mately equal to that of morphine. 

Oxymorphone (dihydrohydroxymorphinone ) has 
been tested clinically against chronic pain. It is a 
very potent analgesic; it has been estimated that 
1.12 to 1.15 mg. is equivalent to 10 mg. of mor- 
phine.** The average effect in one series of cases 
was found to last 266 minutes when | mg. of oxy- 
morphone was given and 277 minutes with 12 mg. 
of morphine. With equivalent dosage, the incidence 
of side-effects is about the same with oxymorphone 
and morphine. The addiction liability of oxymor- 
phone is considerable.*” 

Another new analgesic that has been studied in 
man is propoxyphene (alpha-d-2-propionoxy-4-di- 
methylamino-1,2-diphenyl-3-methyl butane hydro- 
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chloride). A comparative study of this drug with 
codeine phosphate has been reported in THE 
JourNAL recently.*° The active isomer is now re- 
ferred to as dextro-propoxyphene. 

Dextro-propoxyphene by mouth is as effective as 
codeine, milligram for milligram, in the relief of 
chronic pain. Its side-effects in an oral dose of 
65 mg. are, in general, less than with the same 
dose of codeine. The addiction liability of dextro- 
propoxyphene is considerably less than that of 
codeine. 

Before a new agent is introduced, its addicting 
properties are tested. The initial estimation of 
addiction liability of analgesic drugs in the United 
States is based largely on the results of clinical 
studies on volunteers at the National Institute of 
Mental Health Addiction Research Center, United 
States Public Health Service Hospital, Lexington, 
Ky. The purpose of these addiction liability tests 
is to delineate the safety of a new agent relative 
to its possible beneficial effects. To supplement 
clinical tests, laboratory methods have been devel- 
oped during the past seven years at the department 
of pharmacology, University of Michigan Medical 
School, Ann Arbor, under the direction of M. H. 
Seevers. Studies at this center have revealed that 
the rhesus monkey parallels man in important re- 
spects concerning development of tolerance to and 
physical dependence on the several classes of potent 
analgesic narcotics. As a result of these observations, 
new compounds are now sent to Ann Arbor for 
animal testing as coded samples and studied on a 
double-blind basis. This furnishes additional in- 
formation useful in screening new compounds for 
their potential usefulness and a more accurate 
evaluation of their addiction liability. Before reach- 
ing the physician, every compound undergoes ex- 
tensive clinical trial, since the laboratory data do 
not furnish information concerning pleasant sub- 
jective responses to these drugs, an aspect of the 
general problem that is highly important in the 
assessment of addiction liability. 

In a discussion of analgesic drugs it is customary 
to exclude agents that act by removing the cause of 
the pain and agents that block pain impulses periph- 
erally.' A method of reducing pain that has 
attracted increasing attention recently may be 
mentioned—hypnosis. Apart from its use in obstet- 
rics and dentistry, hypnosis has found its way into 
the wider field of surgery. W. S. Kroger, Chicago 
Medical School, has made a film of a_ patient 
who underwent thyroidectomy without premedi- 
cation or anesthetic. There was hardly any bleed- 
ing. Other operations, such as a cesarean section 
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and hysterectomy, and biopsies of the breast for 
carcinoma, have been performed in a_ similar 
manner with the patient in hypnosis.”’ 

Present methods of testing analgesic drugs in 
man and the study of pain relief obtained by hyp- 
notic suggestion both point to the multiplicity of 
influences that may come into play clinically. 
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